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Abstract
This portfolio presents the work completed towards partial fulfillment for the degree of Practitioner 
Doctorate in Psychotherapeutic and Counselling Psychology. My professional development as a 
counseling psychologist is represented across the Academic Dossier, Therapeutic Practice Dossier 
and Research Dossier.
The Academic Dossier includes three essays and three publications. In the first essay, the 
psychodynamic approach was considered in relation to therapeutic work with a fictitious client affected 
by combat related PTSD. In the second essay, trauma focused cognitive behavioural therapy and its 
therapeutic relationship was evaluated in relation to military veterans and combat related PTSD. In the 
third essay, the conceptualisation of parasuicidal behaviours and how this is approached in Dialectical 
Behavioural Therapy was explored. The three publications were written in my second year of training. 
The first explains a counseling psychology approach towards combat related PTSD. The second is a 
report on a conference I attended titled ’DSM: The History, Theory and Politics of Diagnosis’. Both 
were published in the Wessex Psychological Bulletin. The third is a copy of the essay, which explored 
psychodynamic approach to combat related PTSD. This essay won the Division of Counselling 
Psychology Runner up for Annual Trainee prize 2013 and was subsequently published in the 
Counselling Psychology Review.
The Therapeutic Practice Dossier includes a brief summary of all four of my clinical placement and the 
final clinical paper. This includes the setting, brief summary of client work, and other placement 
activities. My therapeutic practice was assessed through in-depth client studies and process reports, log 
books and supervisors’ reports. To preserve the anonymity of the placement settings and the clients 
presented in the in-depth client studies and process reports; these documents were included in the 
attachment and appendix for the perusal of examiners. Also included in this dossier is the final clinical 
paper, which explicates my process in becoming a counselling psychologist. This paper draws from 
and integrates my personal therapy, research and clinical development.
The Research Dossier includes three research reports and three conference presentations. Drawing 
from the NICE (2005) guidelines for PTSD, the literature review aimed to provide a comprehensive 
review of the various psychotherapies that are available. The second research project used Qualitative 
Content Analysis to examine practitioners’ understanding of trauma work with military veterans. The
third research project used Interpretative Phenomenological Analysis to examine military veterans’ 
experience of therapy.
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Introduction to the Portfolio
Introduction
This portfolio includes work that was completed in the three years of my training as part of the 
PsychD Psychotherapeutic and Counselling Psychology. The purpose of this introduction is to 
preface the Academic, Therapeutic Practice and Research Dossier and attempts to link the various 
sections together to represent my development as a counseling psychologist. Throughout this 
portfolio, the term ‘patient’ and ‘client’ will be used interchangeably. This is mainly determined by 
the approach used at the placements. This introduction aims to illustrate my processes in the choices I 
made during my training and to provide some information on the dossiers.
Finding my Voice
The three years on the course seems to have come and gone almost too swiftly. Looking back, I 
recalled waving my letter of acceptance onto the course in excitement and joy and relayed with a 
sense of pride to my family that I am on the path towards a career that I wanted. Almost without 
hesitation, along with my partner, we packed our things and moved down from Edinburgh to Surrey. 
It was not difficult to relocate as we had just graduated from our first degree not too long ago, and we 
were yearning for a change. It felt like a new adventure, a different chapter in life and indeed it was; 
Although, I was not prepared for the enormity of it all. The journey towards being a counselling 
psychologist has been fraught with many challenges and successes, and I have often felt like I am 
aiming for the stars.
Coming from a family who protected me well, I lived a sheltered life in Malaysia until I was about 15 
years old when my parents decided to send me over to the UK to pursue a better education. As a 
child, I was encouraged to stay at home. I spent time watching the television or going on family 
outings. Friends were few and sparse and friendship never lasted as I constantly switched schools due 
to my parents’ work. Coming to the UK at 15 years old opened up many opportunities and new 
experiences for me. I found that my interactions with others were clumsy. I often felt like I was 
saying ‘the wrong thing’ and negotiating boundaries between friends was something new that had to 
be learnt. On reflection, perhaps this sparked my interest in understanding the psychology behind 
relating to others. I recall in my undergraduate degree, my then director of studies recommended me 
to do a module in critical social psychology, to which I immediately replied “oh, I can’t do that, I 
come from a society that doesn’t allow me to have a critical voice”. There are many ways one could 
unpack this, however for the purpose of this introduction, I am going to focus on my capacity to
develop a ‘voice’. This has been at the forefront of my development on this course both personally 
and professionally.
Growing up, I was known to be a strong-headed girl; I knew what I wanted and endeavored to 
achieve it. However, when it came to interpersonal interactions, somehow I would become someone 
passive who aimed to please. In parts, this is due to the mediator role I play within my family. 
Professionally, this manifests as a difficulty in challenging others and being suggestible by others. 
Being a reflexive practitioner, I have been aware of this tendency of mine and often reflected on my 
interventions in therapy and interactions with other professionals so as not to impede on my work. 
This was explored in more detail in my final clinical paper and represented a constant reflection of 
mine in process reports. All in all, this portfolio represents my journey in finding my voice, in that I 
learnt to express my critical opinion and strives to engage in a dialogue with my clients and 
colleagues alike. This is illustrated by the dossiers, which although presented separately are 
intricately linked..
Academic Dossier
The academic dossier represents the academic topics that have piqued my interest and further 
exploration. Generally, the three essays reflect my thinking around applying theory to practice in 
relation to research and placement experience. The three publications included here are articles that I 
have written for the Wessex Psychological Bulletin and an essay from my second year that won the 
runner up for the Division of Counselling Psychology, 2013 Annual Trainee Award. Each of the 
essays and articles are presented below with a brief summary and the reason I chose to write them. 
All essays have been amended in light of the marker’s feedback where appropriate and for 
typographical errors.
‘Psychodynamic Consideration on Clinical Work with Combat Related Post Traumatic Stress 
Disorder’ was written in my second year of training. This essay follows on from my research topic 
where I was curious about psychodynamics’ perspective on post traumatic stress disorder (PTSD) in 
the military culture. I explored this theoretically and clinically with a fictitious client drawn from the 
novel ‘Shell shock: the diary of Tommy Atkins’ (Blower, 2011) and my previous clinical experience 
with clients diagnosed with PTSD.
‘A Cognitive Behavioural Perspective on Combat Related Post Traumatic Stress Disorder ’ was an 
attempt to understand CBT (cognitive behavioural therapy) given its widespread use in the NHS. 
This also follows on from the conclusion I arrived at in my first year research project, which
identified discrepancies in NICE guidelines and thus undermines the recommendation of trauma 
focused CBT (tf-CBT) as first line treatment for PTSD. I critically examined Diagnostic and 
Statistical Manual edition (DSM 5) and CBT’s perspective on diagnosis, and then clarified what 
tf-CBT is by focusing on its defining ingredients namely exposure and cognitive processing. Finally, 
I explored the therapeutic relationship as conceptualised by CBT and expanded this to include 
recognition of the military culture for therapeutic work with this population.
‘Parasuicidal Behaviours: How it is viewed and DBT’s contribution to its understanding’ was 
written in the third year of my training. During this time, I was in a Dialectical Behavioural Therapy 
(DBT) service for individuals diagnosed with Borderline Personality Disorder (BPD) and displaying 
parasuicidal behaviours. This essay arose from my curiosity about the function of parasuicidal 
behaviours and the emotional impact it has on professionals, as I experienced this myself whilst on 
placement.
‘Understanding PTSD among Military Veterans through Counselling Psychology’ was an article 
written in my second year for the Wessex Psychological Bulletin. The editor who was compiling an 
edition on military psychology following the successful Psychological Wellbeing of Military 
Personnel and Veterans conference contacted me to write an article. I decided to approach the article 
from a counselling psychology perspective. I wrote about the importance of a holistic approach, 
employing a reflective stance and maintaining curiosity when working with clients.
‘My Time at the Conference on; ’DSM: The History, Theory and Politics o f Diagnosis ’ was a report 
on a two-day conference I attended in my second year. The decision to attend this conference 
stemmed from my interest in understanding more about diagnosis. In my first year placement, I recall 
being taken back by the ‘big’ diagnosis of my clients such as Obsessive Compulsive Disorder (OCD) 
and Borderline Personality Disorder (BPD), which at that time, I felt were ‘too complex’ for me. 
Furthermore, one of my clients diagnosed with BPD expressed frustration at her diagnosis and felt 
stigmatised by it. To this effect, I was curious about the impact of diagnosis and its function.
Therapeutic Practice
The therapeutic practice dossier gives an overview of the clinical placements I trained in. I have 
undertaken four clinical placements in different settings. A brief description will be given for each of 
the placement on the duration and type of client work I was involved in. Also included in this dossier, 
is the final clinical paper, which explicates my process in becoming a counselling psychologist.
Research Dossier
The research dossier represents the three research projects and three conference posters I produced in 
the course of my training. Each of them is presented here with a brief summary of main findings. I 
have always had an interest in trauma work. Prior to this course, I carried out a research on vicarious 
traumatisation in practitioners working with children and young people who have been sexually 
abused. I wanted and planned to further my research interest at a doctoral level and so when the 
department advertised for two trainees to take on two three-year projects looking at developing a 
counselling psychology approach towards combats related post traumatic stress disorder (CR-PTSD), 
I jumped at the opportunity. I was also aware that, as it was a departmental project, there might be 
higher level of input from the course team, and for me this signaled the presence of learning 
opportunities. Indeed, over the three years, I have worked closely with two research supervisors and 
gained tremendous insight into the academic world. These projects were carried out in collaboration 
with Braveheart, a military charity dedicated to supporting British veterans suffering from service- 
related psychological difficulties. Braveheart funded my attendance at the British Psychological 
Society Wessex’s branch’s ‘The Psychological Wellbeing of Military Personnel and Veterans 
Conference’ at Sandhurst in 2012. In addition to that, they also funded my place at a ‘Trauma 
Focused CBT to work with PTSD’ workshop in 2013. The first and second reports presented in this 
dossier have been changed in light of marker’s feedback where appropriate and updated with current 
evidence where relevant. The third report remains relatively unchanged. Typographical errors were 
also amended in all reports.
‘A Counselling Psychology Approach to Combat Related PTSD in the Military Veterans Community 
and its Therapy: Critical Review o f the NICE Guidelines! The project was intended to evaluate the 
psychological therapies that are available for CR-PTSD. However, being a practical person, I decided 
to extend it further by contextualising it within current affairs. Therefore I chose to evaluate the 
current therapies available whilst drawing from the NICE (2005) guidelines on PTSD. The review 
revealed the complexities surrounding the treatment of PTSD and the arbitrary classification of 
therapies in NICE (2005). A case was also argued for a holistic formulation and pluralistic approach 
towards therapeutic work with military veterans. Following on from this review, I was interested in 
both the practitioners’ and clients’ experience of therapy.
‘Practitioners ’ Understanding o f Trauma Work with Militaiy Veterans: A psychological, cultural 
and political understanding o f PTSD \ Being a trainee practitioner, I was interested in how therapists 
perceive their work with military veterans. Moreover, I was also interested in understanding their
perception of NICE (2005) as I found it a disconcerting experience. For this report, Qualitative 
Content Analysis was chosen as a method of analysis as we were interested in a descriptive approach 
to explore and synthesise the extensive research questions. This research helped me to see how 
therapeutic work with PTSD presentation is interconnected with military culture. However, it also 
brought to my attention the divide between the military and civilian population. Some practitioners 
noted that some military personnel prefer their therapist to have military background, whereas other 
does not. As I am a civilian therapist, I was left unsettled by this and started going beyond an 
intellectual interest in trauma and wondered about my interest in the military field.
‘The Therapy o f Combat Related PTSD: Veterans Experience o f Therapy \  In the third year of my 
training, my curiosity in clients’ experience did not wane and instead intensified. This was brought 
about from attending military Conferences and workshops, which further piqued my interest. 
Furthermore, a general theme in most of these events was that treatment needs to be more bottom-up 
and guided by veterans. An Interpretative Phenomenological Analysis revealed three master themes; 
the process of dealing with PTSD, perception of the therapeutic alliance and continuity of the 
therapeutic process. Taken together, these pieces of work revealed the integral nature of cultural 
awareness and therapeutic alliance for clinical work.
As part of this dossier, I also included three conference posters I presented. The first and second 
poster illustrate my literature review on the therapy of combat related PTSD with a critical review of 
NICE guidelines. The second poster also illustrates my literature review but extended to include 
clinical implications. The third poster describes my second research project on practitioners’ 
experience of trauma work with veterans. Presenting these posters has allowed me to explain and 
engage others in my research.
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Introduction to the Academic Dossier
Three essays and publications are included in the academic dossier. All essays have been amended to 
take into account the marker’s feedback. The first two essays followed on from my research around 
combat related PTSD and the theoretical model that was the focus of the second and third academic 
year. In the first essay, the psychodynamic approach is considered in relation to therapeutic work 
with a fictitious client affected by combat related PTSD. In the second essay, trauma focused 
cognitive behavioural therapy and its therapeutic relationship is evaluated in relation to military 
veterans and combat related PTSD. In the third essay, the conceptualisation of parasuicidal 
behaviours and how this approached in Dialectical Behavioural Therapy was explored.
The three publications were written in my second year of training. The first explained a counseling 
psychology approach towards combat related PTSD. The second was a report on a conference titled 
’DSM: The History, Theory and Politics of Diagnosis’ that I attended. Both were published in the 
Wessex Psychological Bulletin. The third was a copy of the essay exploring psychodynamic 
approach to combat related PTSD. This essay won the Division of Counselling Psychology Runner 
up for Annual Trainee prize 2013 and was subsequently published in the Counselling Psychology 
Review.
Essay 1 : Psychodynamic Considerations on Clinical Work with Combat Related Post
Traumatic Stress Disorder
Introduction
Posttraumatic stress disorder (PTSD) represents a significant risk for veterans returning from active 
combat (Atkinson, Geutz and Wein, 2009). DSM-IV-TR (APA, 2000) classifies PTSD as an anxiety 
disorder with three main clusters of symptoms: re-experiencing/intrusive thinking (criterion B), 
avoidance/numbing (criterion C) and hyper-arousal (criterion D). At least one symptom from each of 
the three criteria must be met for a diagnosis of PTSD. In the military context, the US department of 
Veterans Affairs have broadened criterion A (Stressor)^ by taking into account the subjectivity of a 
stressor or traumatic event, to explicitly acknowledge the fear of anticipatory terrorist or combat 
activity (Creamer, Wade, Fletcher and Forbes, 2011). In addition to physiological symptoms, 
evidence has suggested higher risk of co-morbid psychological and social problems such as alcohol 
or drug misuse, depression, anxiety disorders (Foa, Keane and Friedman, 2000) and risky behaviours 
such as driving and sexual impulsivity (Verall, 2009) in the military population.
At a phenomenological level, a more complex picture emerges. Sufferers have expressed guilt for 
surviving whilst their comrades perished and for perpetrating violent acts towards others (Glover, 
Pelesky, Bruno and Sette, 1990). The prevalent consumption of alcohol, which is a historical feature 
of the military culture, has perhaps led to an overdependence post deployment (Jones and Fear, 
2011). They also experience a loss of cohesiveness and unity experienced whilst in the army (Costa 
and Kahn, 2010). Furthermore, there is also a struggle with the perceived identity and value of their 
role and actions by the society and significant others. All these factors converge to present a 
complicated challenge for veterans transiting from military to civilian life. An accumulation of these 
factors could be a contributory factor in a higher delayed onset level of PTSD compared to the 
civilian population (Andrews, Brewin, Philpott and Stewart, 2007).
The widespread phenomenon of trauma begs the question of whether there are pre-existing features 
that result in some sufferers experiencing posttraumatic stress disorder while others do not. Empirical 
research have suggested that ‘trauma is a necessary but insufficient condition for the development of
2 Criterion A: stressor. The person has been exposed to a traumatic event in which both o f the following have been 
present: 1. The person has experience, witnessed, or been confronted with an event or events that involve actual or 
threatened death or serious injury, or a threat to the physical integrity of oneself or others. 2. The person’s response 
involved intense fear, helplessness, or horror. Note: in children, it may be expressed instead by disorganized or agitated 
behavior’ (APA, 2000 as cited in National Center for PTSD, 2012)
PTSD’ (Paris, 2000: 175). Instead it is a complex interplay between nature and nurture, which is 
supported by evidenee from twin studies (Kendler, Neale, Kessler and Heath, 1993). This complexity 
is also echoed within the psyehodynamic field. In his later writings, Freud rejected his previous 
proposition that a traumatie event alone is suffieient to cause signifieant emotional disturbance and 
instead suggest that persistent trauma reaetion is a result of repressed internal conflicts (Jaycox and 
Foa, 1998).
Bringing all these notions together, the psychosomatic nature of PTSD seems to suggest a 
discrepancy between individual’s internal information and the external environment. From a 
psyehodynamic perspective, alleviating the symptoms of PTSD involves eonsidering the deeper 
eonstruets that underlie the meaning sufferers attribute to the event and the role they play in it. This 
in turn is influeneed by developmental experienee. In an effort to locate this paper within the 
eounseling psyehology ethos of drawing links between theory and praetiee, I will illustrate the 
psyehodynamie model of PTSD using a fictional client- John Gubbins^. Firstly, I will introduce John, 
by explaining his baekground history pre and post deployment and presenting issues. Seeondly, I will 
consider Fairbaim’s tripartite struetural model of the ego and internal transitional techniques to 
understand the neurotie confliets of combat PTSD (Gomez1997). Finally, the therapeutic work and 
relationship is explored.
Case Illustration
Brief background
John Gubbins (pseudonym) is a 23 years old, male of British Caueasian descent. He has been in the 
UK armed forces for six years and partieipated in one tour in Iraq and two tours in Afghanistan. Over 
the three tours, he witnessed the death of three comrades, one of whom was his best friend from 
ehildhood. He suffered most symptoms of PTSD and was diagnosed after an unsuccessful suicide 
attempt.
Developmental history
John has been living with his parents since birth. He reported his childhood being a ‘happy’ one 
although his parents were eonstantly involved in arguments. His father is absent from home most of 
the time due to work commitments, whieh is the primary cause of arguments between his parents. His
2 This fictional client is adapted from a novel by N eil B low er (2011) titled ‘Shell Shock: the diary o f  Tom m y  
A tkins’. The case o f  John Gubbins was also informed by previous clients I have worked with w ho were 
diagnosed with PTSD.
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mother would emotionally withdraw after an argument and a silent ‘battle’ would ensue between 
them. This ereated a tense atmosphere around the house. Whenever John tried to speak to his father 
about the effeets of his absenee, his father would reply that John does not understand. John reported 
that his mother regularly used aleohol to manage her distress and loneliness. The family appeared to 
be insular and rarely have houseguests. John reported that he would defend his father’s aetions in 
front of his mother and vice versa, however both parties would rebuff his efforts. He would then 
dismiss the whole situation and occupy himself with something else. John reported progressing 
through sehool years smoothly although he kept to himself and the eompany of a few friends.
Significant relationships
John joined the armed forces with his best friend, Lionel at the age of 17. They have been on tours 
together in Iraq and Afghanistan. He reported fond memories of them in the army, keeping each other 
company through ‘frustrations and boredoms’ and ‘watching each other’s baek’ whilst on duty. His 
reeurrent nightmares and flashbaeks usually bring him baek to the scene where they were caught in 
an ambush and Lionel was fatally wounded by an improvised explosive device (lED). His attempts to 
perform first aid on Lionel were futile. No last words were exchanged between them.
John met his partner Linda at 16 years old and has been together since then. He deseribes her as a 
caring, gentle, loyal and gorgeous woman whom he loves and cherishes greatly. Following 
arguments, John would always be the first to give in and apologise taking a stanee of ‘agree to 
disagree’. His relationship with Linda deteriorated as his intrusive thoughts and impulsivity 
worsened. On one oecasion, blinded by the word ‘eoward’, he pinned her against the wall with his 
hand but managed to regain composure before hurting her further.
Post deployment and presenting issues
Following diseharge from the aimed forees about one year ago, John moved baek into his family 
home, started looking for employment and planned to settle down with Linda. Work opportunities 
have been searee and eventually, he managed to get a job as a seeurity guard for an investment firm. 
Here, he took up reading and was captivated by books. It was also around this time he started 
experiencing flashbacks and nightmares of Lionel. He manages this by having a few drinks before 
going to bed. During these low points, he reported feeling intense guilt for surviving Lionel and his 
comrades. He also expressed guilt and regret over the enemies he killed and wondered if their family 
would grief like Lionel’s. He does not think anyone understands what he is going through.
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At social gatherings, he is often the subject of attention and curiosity. Others would question him on 
the casualties of war and whether he thought the war should be fought. He reported feeling immense 
anger for these insensitive questions, whieh downplayed the risks soldiers put themselves through. 
His anger is further fuelled by the perceived lack of support by various institutions. When he is out 
during the day, he finds himself easily annoyed by the aetion of others and aggressive thoughts come 
into his mind.
It was also around this time Linda’s closest fiiend’s seven-year-old son (Rob) was diagnosed with 
eaneer and died few months later. John described his relationship with Rob as special, where he was 
seen as a true hero, ‘not the sort from eomics’ and that Rob had aspired to be a soldier when he grew 
up to follow in John’s footsteps. This episode made John question the unfairness and meaning of 
death, suffering and the ‘point of war’.
Not long after this, his father announeed that he is divorcing his mother to marry his secretary. John 
was shoeked and expressed disbelief in this as he had always thought their marriage was fine. It turns 
out that his mother had known about this for months. When John asked his mother about it, she told 
him that ‘sinee he left for the army, something ehanged between them. They had nothing to talk 
about and their relationship just disappeared’. John reported feeling guilty in the part he played in 
their separation. Moreover, he supported his mother as her alcohol dependency increased and 
persuaded her against taking her own life. He also attended his father’s wedding as the best man. 
John reported feeling ineredibly helpless in the faee of these events eompounded by his worsening 
nightmares and feeling of anger.
After a deeisive argument, Linda and John separated. His aggressive thoughts worsened to a point 
where he visualised himself stabbing others. Not long after, John lost his job when he physically 
assaulted a colleague at work. John deseribed that he ‘wasn’t even angry at him. He was just there. I 
just wanted to destroy something’. He reported withdrawing deeper into himself, drinking more, 
relying on the ‘nightmares and flashbaeks’ to keep him eompany and ignoring others’ attempts to 
eontaet him. This finally led to a eomprehensive suieide plan whieh he eventually dropped.
Theoretical Consideration
Fairbaim’s (1943) notion of infants’ inherent desire for eontaet seeking paved the way for later object 
relations theorists sueh as Winnieott and Bowlby’s (Gomez, 1997). He was also one of the first to 
depart from the traditional psychoanalytie view that individuals should strive towards complete
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autonomy and instead advoeated relative dependenee as an essential feature of human relationships 
(Bateman and Holmes, 1995). Thus as a product of good early developmental relationship, the ehild 
would move from a position of infantile dependenee to mature dependence.
Fairbaim’s tripartite ego model explicates a dynamie stmeture of the self (Rubens, 1984; Gomez, 
1997). This selfreentral ego is whole and unitary from birth with a drive for self-expression into the 
objeet world and to form relationships with others. Within the psyche, Fairbaim proposed a 
substmeture in the unconseious, whieh he termed the endopsychic stmeture which could take the 
form of either an intolerably exciting object (libidinal ego/needy self) or intolerably rejecting object 
(anti libidinal ego/angry self). The endopsyehie stmeture is split off from the central ego/self at a 
varying degree depending on individual experienees. This is termed the sehizoid position, whieh 
Fairbaim believes is the primary personality for all individuals. Moreover, extreme splitting and 
repression of the libidinal ego/needy self from this position brings rise to the sehizoid state 
eharacterised by a sense of emptiness and futility. Fairbaim’s writings differ from Freud’s. Where 
Freud believed that infants are bom into this world with a disorganised sense of self and then go on to 
gain a sense of eoherenee, Fairbaim believed that we are bom with a whole and coherent self, but as 
a result of trauma and stresses experieneed in the early months, we are pushed into the sehizoid 
position. It is then a lifelong stmggle to deal with these intemal eonfliets even when one moves into 
the depressive position as regression is used as a defenee in both positions. For the schizoid position 
it is the repression of the exciting object/needy self whereas in the depressive position, one is 
repressing rejecting object/aggressive self. The schizoid position is contrasted to the depressive 
position developed in later stages of infancy. The transitional phase is marked by the process of 
separation-individuation where the infant both aeeepts and rejects the ambivalent objeet. The infant 
leams rejeeting objeets as means of retaining their self-object boundaries to avoid engulfment. 
Characteristic of this phase is the infant’s ability to hate the loved objeet as opposed to viewing the 
loved object as bad in the schizoid phase. The balanee between love and hate is maintained in this 
position by attempts to repress the anti libidinal ego/ angry self to keep people that we love around 
us. At this position, the feeling experieneed is not one of futility but of despair. Moreover, successful 
transition to this state means one is eloser to mature dependence. Fairbaim suggests that the sehizoid 
position is more threatening beeause of the fundamental eonvietions that love is bad. The infant’s 
love threatens the objeet and is fearful of destroying the objeet with his/her love and therefore 
withdraws to proteet the objeet. The eentral ego/self, schizoid and depressive positions form the 
tripartite stmetural mode of self. Transitional techniques are employed in the neurotie modes to avoid 
emotional separation and also to resist the full effect of descending into a sehizoid state. Examples of
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transitional techniques are rejecting, repression, projection, obsessional techniques and dissoeiations 
whieh if uncurbed, lead to splitting or regression and moves one further away from achieving mature 
dependence (Gomez, 1997; Summers, 1994).
In John’s case, he appears to oseillate between the schizoid and depressive position. In the depressive 
position, his anger towards Linda and his parents who does not seem to understand and support him 
was evident but appears to be suppressed. Faeed with the traumatic memories of the battlefield and 
death of his comrades which were not adequately proeessed, he had to then take on others’ 
ambivalence on his military role whieh he struggled to justify internally. His love objeet, Linda was 
important and maintaining the relationship meant that he suppressed his anger and gave in to every 
argument, although it proved to be more difficult later on. Furthermore, his parents who were 
signifieant developmental figures in his life and were the objeet of love (one of the few) for many 
years separated suddenly. At this crucial stage, hate is not an option as he tries to hold on to the 
feeling of love for these primary love objeets. Hate is an important progress in the depressive position 
to maintain self-other distinetion. The blurring of this distinetion means John feels intense anxiety 
that his love may destroy the objects. The use of self as a resource for emotional regulation was not 
eonsidered. Instead suppressing and splitting led to a sense of emotional numbness and futility. This 
provides an inkling that the depressive position is held at an uneven footing, as it was diffieult to 
keep the aggression under cheek and threatens to tip over the schizoid position any moment.
The schizoid position seems to be the one adopted by John majority of the time. The foeus for the 
individual here is on the inner rather than outer world due to the unendurable relationships. The 
individual has withdrawn from the object to protect it from his/her intense needy love. From 
ehildhood, John’s needs were always plaeed second as his parents’ arguments and mother’s distress 
takes preeedence. Furthermore, any attempt to engage with them emotionally was not suffieiently 
acknowledged. To maintain an outward relationship, the badness/need is eontained within so that he 
can still view the parents as good objeets. These bad objeets are suppressed and split from the 
eonseious ego therefore when John’s father announeed that he is leaving the family, it was met with 
disbelief and shoek. Following discharge from the army, the trauma he experieneed regressed him to 
the primitive sehizoid state where he found it diffieult to relate to others soeially and was repeatedly 
annoyed at the materialistie/meaningless actions of others, whieh conflieted with his own values 
developed whilst on duty. Here, he turned to intellectualisation to rationalise the aetions of others. 
Fairbaim suggested that this defenee is an important manifestation of preoccupation with the inner 
world and inhibits spontaneous emotional expression towards others (Gomez, 1997).
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“Intellectualisation, for Fairbarin, is not simply a defence against affect; it is an effort to maintain a 
stranglehold on overvalued emotions that the patient cannot bear to give up” (Summers, 1994:37). 
This drove him ftirther into his inner world and away from fulfilling relationships with others. Rob’s 
death brought up existential issues and eompounded the sense of emptiness and futility.
One of John’s transitional techniques is where he identifies with the exciting objeet and projects the 
rejeeting objeet into the outer world (paranoid state). Thus the surrounding environment is 
experieneed as full of hostility and danger, whieh perhaps explains his nightmares and flashbacks. As 
he delved deeper into the schizoid state, these flashbaeks became more ‘real’ to a point where his 
olfactory and auditory sense was activated as he ‘smells’ and ‘hears’ the gunfire. This also explains 
the hysterical state where he seeks physical gratification (aggression) rather than emotional 
expression in an effort to retreat to a safer world of sensations.
Clinical Consideration 
Presentation in therapy
In therapy, he presents himself as a straightforward, articulate person who is not afraid to offer his 
opinion and at times uses strong profane language whieh could come across as intimidating. At times, 
his narrative appears incoherent or disjointed. He seems to possess a strong sense of justice to the 
society and commitment to those around him. He expresses eoneem and care for his family and those 
in need. Moreover, he consistently turned up for sessions on time, appears clean, tidy and dresses 
casually.
Therapeutic work and relationship
Fairbaim espoused a genuine relationship between the therapist and client above a purely 
transferential relationship where the therapist serves as a blank screen for the client to project their 
desires. Moreover, the relationship is kept neutral to allow for transference to develop (Gomez, 
1997). He believed that the therapeutic work between a client and therapist is to let go of their 
maladaptive ‘internal objects’ (Fairbaim, 1943) and for the client to take this risk, she must feel safe 
and secure enough with the therapist. The purpose of psychoanalysis here is ‘to help the patient, 
through genuine eoneem, understanding and challenge, to re-own her split-off capacities for anger 
and need and integrate them into her central ego/ideal objeet. She will then be able to relate to others 
with more richness, while her intemal world will be less divided and conflictual’ (Gomez, 1997: 75). 
Thus an important part of my work with John is to offer him an empathie understanding of his 
account and unpack the meanings of his traumatic experiences. This is informed by baekground
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knowledge on the complexity surrounding the military culture. One of the main themes in our 
therapeutic work together is his conflicted internal identity as a soldier who despises neediness 
(exciting object) but craves recognition (rejecting object).
At the beginning of our therapeutic contact, some of our sessions seem futile and frustrating as we 
ruminate over details of certain events without a sense that we were working towards a deeper 
understanding of the subjects brought up. My attempts to interpret or challenge were dismissed or 
met with anger and accusation that I do not understand his situation. On one hand, I was frustrated. I 
wondered i f f  am experiencing counter transference of his frustration over object seeking. Also, his 
aggression towards me fits in with Fairbaim’s notion of aggression as means of managing the 
frustration over rejecting objects (Summers, 1994). On the other hand, I wondered iff  was projecting 
my neurotic counter transference (Racker, 1968) onto John? I felt persecutory and wondered if I had 
been too harsh or direct in my challenges and have in effect became one of the ‘insensitive’ people 
who asked him ‘stupid’ questions. Self-analysis and unpacking in supervision prompted the question, 
what had John provoked in me and would others experience him as such too? Reflecting on John’s 
presentation in therapy, he communicates in a straightforward, stoic manner which perhaps led to my 
matching of his demeanour putting me in the position of a harsh, persecutory figure. This mirroring 
had made me lose sight of the client’s actual needs although this has been alluded to in his narratives. 
He often spoke about gentle but firm individuals he met daily whom he felt he could relate to. We 
later spoke about this in one of the sessions. I reflected this mirror transference (Jacoby, 1984) to 
him, which offered him some insight into his behaviours with others. John’s symptoms of hyper 
arousal and impulsivity decreased as he felt more able to speak about the traumatic incidents and the 
difficult feelings aroused by them.
Conclusion
Fairbaims’s tripartite structural model of the ego offers a relational view on the neurotic 
manifestations of combat related PTSD. John’s case illustrates the frequency of oscillation between 
the schizoid and depressive positions. The reintegration of split off bad objects and the use of counter 
transference have been the main feature of my work with John.
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Essay 2: A Cognitive Behavioural Perspective on Combat Related Post Traumatic
Stress Disorder
Introduction
Combat exposure is among the most commonly reported precursor to the development of 
posttraumatic stress disorder (PTSD) (Kessler et al, 1995). Indeed, it was the recognition of long­
standing psychological problems in veterans from the Vietnam War that brought about the 
recognition of PTSD and its incorporation into the DSM-III (Sher, Braquehais, Casas, 2012; NICE 
2005). Moreover, the diagnosis of PTSD has been subjected to various contention and changes in the 
DSM over the years (Wilson, 2009). This is also reflected in the significant changes made in the 
DSM 5 (VA, 2013). In the UK, research (Sundin, Forbed, Fear et al, 2011) have shown lower 
prevalence rate of combat related PTSD in the UK (1.6-6%) compared to US’s figures (5-17%) 
(Peterson, Luethcke, Borah et al 2011). Nonetheless it is a debilitating mental health problem that 
requires effective psychological interventions.
This essay will attempt to critically evaluate CBT as a treatment option for combat related PTSD. 
Firstly, I will look at the changes from DSM IV-R to DSM 5 for the diagnosis of PTSD and then 
explore CBT’s perspective on diagnosis. Secondly, drawing from NICE guidelines, I will examine 
CBT for PTSD and its defining ingredients, namely exposure and cognitive processing. Finally, the 
therapeutic relationship as conceptualised by CBT will be examined. Here, I will look at the 
historical basis underpinning cognitive and behavioural approaches, and how it relates to the 
therapeutic relationship. All these different sections will be discussed in relation to its implications 
with therapeutic work within the military population.
DSM 5 and CBT’s perspective on diagnosis
DSM IV-TR (APA, 2000) classifies PTSD as an anxiety disorder with three main clusters of 
symptoms: re-experiencing/intrusive thinking (criterion B), avoidance/numbing (criterion C) and 
hyper-arousal (criterion D). At least one symptom from each of the three criteria must be met for a 
diagnosis of PTSD. In the latest edition, DSM 5 (APA, 2005) introduced a new cluster for the 
diagnosis of PTSD. This was the result of splitting the previous criterion C (avoidance/numbing) into 
two clusters. Thus, in DSM 5, we now have criterion C (avoidance) and criterion D (negative 
alterations in cognitions and mood). Criterion E is similar to the previous criterion D, and pertains to 
alterations in arousal and reactivity. The addition of an extra cluster means that patients will have to 
fulfill more criteria to obtain a diagnosis of PTSD. PTSD has also moved from the class of anxiety
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disorders into a new class, ‘trauma and stressor-related disorders’. The reason for this came from the 
clinical recognition that the expression of distress is variable. Moreover, the experience of a 
traumatic experience forms the necessary criteria, which underlies all diagnosis, made under this 
class (Veterans Affairs, 2013). Whilst previously, the US Department of Veterans Affairs broadened 
DSM IV-R’s criterion A to explicitly acknowledge the fear of anticipatory terrorist or combat activity 
(Creamer, Wade, Fletcher and Forbes, 2011), this appeared to have been rectified in DSM 5, with the 
addition of the category ‘repeated or extreme indirect exposure to aversive details of event(s), usually 
in the course of professional duties’ (Veterans Affairs, 2013). With all these in mind, how does 
diagnosis relate to CBT?
A distinctive feature of CBT compared to psychodynamic for instance, is that it has disorder-specific 
CBT models (Kinsella and Garland, 2008). For example, there are CBT model for anxiety and 
depression. In this case, there is trauma focused CBT (TF-CBT) for PTSD. The danger of a disorder- 
specific treatment is that it could result in a top down approach, where assessment questions could be 
blindly directed towards the fulfillment of diagnostic criteria. For example, a client describes 
excessive alcohol consumption, and a desire to stay in bed all day. Therapist A conducting the 
assessment has an initial clinical hunch that the client may be suffering from alcohol addiction and 
depression. Subsequently, the assessment interview is directed towards ‘proving’ these diagnoses, 
and in doing so, fail to establish a more holistic picture of the client’s problems. Adhering to the 
diagnostic impression gained from this assessment, the client may then be enrolled onto an alcohol 
rehabilitation programme and given CBT for depression. However, let’s consider this altemative- 
Therapist B employs a more client-focused assessment. Further exploration of the alcohol 
consumption and desire to stay in bed could reveal a pattern of avoidance strategies. Further 
assessment may reveal that the client drinks more at a particular time of the day. Upon further 
exploration, it may be that the client drinks at this time of the day to avoid being reminded of the 
sudden death of his best friend and fellow soldier whilst on duty together. Combining all these 
information, it may be the case that the client requires trauma work rather than alcohol rehabilitation 
or CBT for depression. Thus, a careful and comprehensive assessment is required for integrating 
individual information- one that goes beyond immediate presenting signs and symptoms.
In a similar vein, CBT literature is split between protocol driven and case formulation interventions. 
The former follows a step-by-step instruction on how treatment is being delivered. This stemmed 
from studies utilising randomised controlled trials (RCT). In order to ensure validity and reliability, 
interventions are dismantled into measurable units, and are carried out based on the rationale that all
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individuals received the same CBT intervention. This has resulted in the development of protocol 
treatment package such as ‘CBT protocol for panic disorder’. Here, diagnosis guides the type of 
intervention received by individuals. This approach may be useful for clients with mild to moderate 
problems with low level of co-morbidity (Kinsella and Garland, 2008). However, PTSD is rarely 
presented on its own especially within the field of military. In light of this, a case formulation 
approach would allow for greater consideration of the range of factors individual to the client. It is 
common to come across complicated clinical presentation involving issues such as depression, 
substance use disorders, traumatic brain injury (TBI), loss of limbs, aggressive behaviours, chronic 
pain, among others (Moore and Penk, 2011). Furthermore, the association of childhood adversity, 
lack of social support and other stressors have been strongly associated with the development and 
maintenance of PTSD (Iversen, 2007). This may be a factor to consider in diagnosis and treatment. 
Also, not all military personnel present the same set of problems for therapy. A Falklands War 
veteran who seeks treatment long after discharge may present difficulties different from young, 
currently serving soldiers. The later may come with motivational issues and challenges to self- 
identity. On the other hand, a recently discharged veteran may present issues with transition and 
resettlement to civilian life (Moore and Penk, 2011; Samele, 2013). As such a case formulation 
intervention, integrating the factors presented may be more suitable with this population. Thus, rather 
than a step-by-step application of protocol driven CBT interventions, practitioners can pick, adapt 
and implement them, according to individuals’ presenting problems. This will be discussed in more 
detail in the section below.
TF-CBT for PTSD
The current treatment guideline developed by NICE (2005) recommends trauma focused CBT (TF- 
CBT) and EMDR as first line treatments for PTSD based on evidence fi*om RCTs. This evidence 
converges to suggest that CBT appears to be more effective than no treatment or supportive 
counselling (NICE, 2005; Zayfert and Becker, 2007). The developments of treatments under the 
broad umbrella term of ‘CBT’ have caused confusion for practitioners (Person, 2007) especially one 
who is new to the field. Indeed, a closer look at the studies cited in NICE for PTSD (Ishaq, Draghi- 
Lorenz and Brown, 2012) showed an array of psychotherapies such as Prolonged Exposure (PE), 
Brief Eclectic Psychotherapy (BEP), Stress Inoculation Training (SIT), Cognitive Processing 
Therapy (CPT), Neuro-feedback Training and others, clustered and collectively known as CBT 
(Appendix 16 in NICE, 2005). Whilst NICE has shown CBT’s efficacy for PTSD, many questions 
remain unanswered; which of these psychotherapies would a practitioner use? What form of exposure 
therapy? What form of cognitive therapy? In what combination? Indeed, Mollon (2009) commented,
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‘the rich and diverse discourse of over a century of psychotherapy is foreclosed. Instead we have the 
repetitive drone of CBT CBT CBT’ (p i6), ‘thus (it) becomes very difficult to know what is meant by 
terms such as CBT... since these are continually evolving and vary greatly amongst practitioners’ (p 
21). This is echoed by Gilbert and Leahy (2007), ‘ CBT has become so wedded to psychological 
science, that there is some argument that it is ceasing to be ‘a school’ and is simply evidence-based 
psychological therapy’ (p 7).
In practice, a different picture seems to be emerging. Drawing from the results of a qualitative 
research (Ishaq, Draghi-Lorenz and Brown, 2013) and from personal experience, it appears that 
several defining features of TF-CBT remain constant. These include: a) a good assessment and 
formulation of the client’s difficulties, b) psychoeducation on the effects of PTSD on the brain c) 
grounding techniques in preparation for reliving work in the form of imaginai exposure and d) 90 
minutes sessions, consisting of reliving and cognitive restructuring work. This appears to be 
supported by Zayfert and Becker (2007), who specifically pointed towards the combination of 
exposure and cognitive restructuring as the essential ingredients in TF-CBT. Moreover, they 
extended this further by proposing that exposure and cognitive processing differs in their power when 
addressing different presentations. For instance, ‘exposure may be more effective for modifying 
anxiety and beliefs about danger, whereas cognitive restructuring may be more effective at modifying 
guilt and thoughts about responsibility’ (Zayfert and Becker, 2007: 5).
Indeed, the structure and culture of the military is unique compared to other careers. Adhering to 
strong values is a way of life for soldiers, a sense of commitment, collectivism and sacrifice have 
high implications for survival at the front line. Stoicism is also a highly valued trait in the military, ‘it 
is associated with strength, emotional control and calmness under pressure’ (Moore and Penk, 2011: 
19). Whilst it is adaptive in a deployed setting, it could serve as a barrier to help seeking (Osorio, 
Jones, Fertout and Greenberg, 2012). It may also exacerbate other issues such as combat and survival 
guilt (Glover, Pelesky, Bruno and Sette, 1990). All these are further complicated by the transition 
from military to civilian life upon return from tours (Sher and Yehuda, 2011). Taking into 
consideration all these factors, it appears that a protocol driven approach may not be suitable and 
flexibility is an integral part of clinical work with this client population.
Zayfert and Becker (2007) proposed that the question a practitioner faced is not whether to use 
exposure or cognitive restructuring, rather, how much of each should be included in the treatment and 
when. Interestingly, in their proposition, they included Eye Movement Desensitisation Reprocessing
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(EMDR) as a form of CBT. This was not the case in NICE (2005). Although NICE acknowledged 
that the procedures used in EMDR overlap with those of TF-CBT, EMDR was considered separate 
from CBT. The reason given for this was that for the purpose of meta-analysis, ‘its originator 
(Shapiro, 2001) considers it a distinct treatment’ (NICE, 2005: 55). Indeed there are similarities and 
differences between TF-CBT and EMDR. EMDR was founded under the theoretical premise that 
traumatic memories are not adequately processed and stored. Which in turn causes changes to neural 
pathways. During EMDR therapy, the client attends to emotionally disturbing memories in brief 
sequential doses, while simultaneously attending to a bilateral external stimulus. Therapist directed 
lateral eye movements are the most common used external stimulus, although other methods such as 
bilateral sound or body taps are also used. The eight-phase treatment method includes history-taking, 
patient preparation, assessment, desensitization, installation, body scan, closure and réévaluation. The 
goal of EMDR is to process, reevaluate and reclassify traumatic memories; in order to reduce their 
emotional effects and allow clients to develop adaptive coping strategies (MacCulloch, 1999). In 
comparison to TF-CBT, it appears to be well defined with clearly laid out sequential procedures. It 
also focuses on specific incidents of traumatic experience, whereas TF-CBT appears to be more 
flexible and open to adaptations. The cyclical process in which instances of traumatic episodes are 
processed in EMDR may suit clients who are able to identify and want to work on specific incidences 
of trauma. It could also follow on from a programme of TF-CBT. Where intervention such as, 
psycho-education relating to trauma, its effects and the acquisition of broader range of coping skills 
could provide a platform for further trauma work with EMDR. In my opinion, considering EMDR to 
be different from CBT may ease confusion for practitioners especially those who are new to the field. 
As pointed out above, it is hard as it is, to know what CBT entails. Perhaps, practice based research 
may shed more light on this.
So far, we ascertained that case formulation is integral before any work on exposure and cognitive 
processing is carried out. Moreover, more importantly, they have to be tailored to individuals’ 
presentation.
Therapeutic relationship and alliance as conceptualised by CBT
It is not an uncommon notion from various critiques that CBT neglects the importance of the 
therapeutic relationship (Leahy, 2008). With a focus on techniques, the development and 
maintenance of the therapeutic relationship was rarely addressed. This could perhaps be traced back 
to the roots of cognitive therapy. In the 1950s and 1960s, there were attempts to break away from the 
non-directive and perceived ineffective focus on unconscious conflicts, espoused by psychoanalytic
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analysts. It was also a period of developments in social and cognitive psychology, which focuses on 
beliefs and systematic testing of these beliefs (Gilbert and Leahy, 2007). These perhaps gave rise to 
the early proponents of cognitive therapy such as Beck (1967) and Ellis (1962), who suggested that 
psychological problems could be regulated with the use of reasoning. This notion stems from the 
Socratic philosophy and the stoic school, which was best illustrated by Epictetus, ‘Men are disturbed 
not by things, but by the views which they take of them’ (Ellis, 1962: 54). The same quote was also 
used by Beck, Rush, Shaw & Emery (1979) in their book, ‘Cognitive Therapy of Depression’. They 
also put forward the notion that negative cognitions and moods are influenced by our automatic 
thoughts and perception of event and that working on these cognitive processes will bring about 
therapeutic change. In a similar vein, behavioural therapy draws from the scientific understanding of 
behaviour. In practice, it takes the form of exposure techniques, such as desensitisation and 
behavioural activation. Therefore, where psychoanalytic psychotherapy seeks to understand one’s 
deeper interpersonal constructs through the transferential relationship, they were not the focus for 
therapeutic engagement in cognitive and even more so in behavioural therapy (Gilbert and Leahy, 
2007). However, does this mean that the therapeutic relationship does not exist in CBT, or does it 
take a different form, one that is understood and utilised differently from psychodynamic 
approaches?
Research into common therapeutic factors could shed some light into this. This theory proposed that 
all psychotherapies have ingredients that are common to each other. Common factors such as 
empathy, warmth and the therapeutic relationship have been shown to correlate highly with client 
outcomes (Lambert & Barley, 2001). Greencavage and Norcross (1990) combined 50 publications 
and found that the development of therapeutic alliance as the most frequent commonality and that 
techniques are embedded in the delivery of psychotherapy and relationship. Admittedly, results from 
these studies could be used to undermine the success of CBT so far, especially in relation to specific 
techniques interventions. Moreover, I think that it also provide us with some insight into the debate 
on the therapeutic relationship in CBT. If indeed, the therapeutic relationship is absent, why is CBT 
so successful? Studies that attempted to find differences between trauma focused psychotherapies, for 
example by Power, Halpem, Ferenchak, Gilihan and Foa (2010) who examined PE against CPT, 
EMDR, CT and SIT found no significant difference between them. Indeed, it could be ‘the 
application of exposure routinely employed in all of these treatments’ that ‘is responsible for 
improvement’ (p 639). Moreover, they also added that ‘it is possible that these treatment work 
through separate mechanisms that are equally efficacious’ (p 639). So, if the therapeutic alliance does
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exist, then, what is it? What does it consist of? How does it look like in therapeutic work with 
military personnel?
The development of therapeutic relationship within the militaiy population, calls for practitioners to 
develop an understanding and appreciation of its culture. The importance of keeping the culture in 
mind is elucidated by Reger, Etherage, Reger and Gahm (2008) who proposed that the military 
system is idiosyncratic ‘to the extent that a culture includes a language, a code of manners, norms of 
behaviours, belief systems, dress, and rituals, it is clear that the Army represents a unique cultural 
group’ (p 22). It is imperative that therapists especially those who do not have a military background 
to maintain an open and interested stance. On one hand, Moore and Penk (2011) suggested that the 
lack of knowledge allows the clients to educate the therapist, which in turn strengthens the 
therapeutic alliance. On the other hand, a basic knowledge of the language in use is essential to 
reduce frustration and to keep the disruptions to a minimal. Language here denotes not only the 
various acronyms and idioms that are used in military, but also the more subtle messages of a stoic 
mind-set. Whilst it is adaptive in a military environment, veterans may come across as resistant or 
defensive in a therapeutic setting. This may provoke strong emotions in the therapist. Under this 
circumstance, the therapist’s use of self could provide important information into the client’s 
interpersonal relations. Examinations of the cognitions related to clients have been discussed in CBT 
literature, especially when working with complicated clients (Prasko, Diveky et al, 2010).
A strong therapeutic relationship is especially important for work with TF-CBT (Zayfert and Becker, 
2007). Examining highly distressing materials and bringing these experiences into the room vividly is 
not something that anyone would attempt lightly. The client has a lot invested in the therapy, 
emotionally and psychologically. They have to be able to feel that the therapist has the capacity to 
contain their trauma and bring them back into the room. Both the client and therapist have to be on 
the same page in terms of goals and expectations from therapy. If these fundamental conditions are 
not fulfilled, the client may be at a higher risk of retraumatisation, which may create profound and 
lasting negative reaction to trauma focused treatment. While doing imaginai exposure work, clients 
need to feel that they have control over the process and that they trust the therapist has their best 
interest at heart. The relationship, being collaborative in nature, would start from guided discovery to 
the development and sharing of formulation. At a different level, as part of the collaborative 
relationship, I feel that therapists too should attend to their own emotional arousal from clients’ 
traumatic experience and their anxieties in carrying out exposure. During exposure, the therapist is 
best to avoid expressing horror or disgust at clients’ stories, as the goal is that clients feel comfortable
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telling their experiences without feeling the need to soften it or worry bout therapist’s reaction. Self 
care should be practiced after sessions, for instance by sharing cases with a colleague while 
maintaining client’s anonymity (Moore and Penk, 2011).
Conclusion
In conclusion, the military is a unique culture that holds its own set of language, values, customs and 
norms. Whilst CBT has good evidence base as first line treatment for work with those affected by 
PTSD, practitioners need to integrate techniques with an understanding of military culture for 
therapeutic work to be effective.
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Essay 3: Parasuicidal Behaviours: How is it Viewed and DBT’s Contribution to its
Understanding
Introduction
In this essay, I will illustrate the complex debates surrounding the conceptualisation of 
parasuicidal behaviours. I will also discuss the reasons for and implications of the prevalent 
dichotomous view (behavior as separate from the person) used in the health care profession. I will 
then introduce DBT (Dialectical Behavioural Therapy) (Linehan, 1993), its epistemological 
framework and how I think it lends itself to the counselling psychology ethos in its approach 
towards understanding and working with these individuals. Throughout this essay, I will be 
critically evaluating and interpreting the literature and bringing my clinical experience where 
relevant into my arguments.
Clinical experience has been the primary reason in my decision to explore parasuicidal behaviours 
here. Having been on a DBT placement, I found the DBT model (Linehan, 1993) offers an avenue 
to understand the complex experience of those engaged in parasuicidal behaviours. DBT was 
originally developed for individuals diagnosed with Borderline Personality Disorder (BPD) 
displaying highly parasuicidal behaviours. For pragmatic purposes, I will focus on explicating 
DBT for parasuicide. Prior to this, I had little understanding of what this model entails, only 
knowing that it demands a lot of the therapist’s time per client. I was also aware that I was 
applying to a tertiary care setting and working with individuals diagnosed with personality 
disorder. I saw this combination as a personal challenge to my professional as well as personal 
boundaries. At first the immensely structured model unsettled me however I started to recognise 
that it allows for an encompassing view of the individual, in that it espouses a functional 
understanding of these behaviours via chain analysis (sequential analysis of behavior), taking into 
account, thoughts, emotions, environmental, developmental and childhood factors (Linehan, 
1993). It also places the therapeutic relationship at the heart of its model as a mechanism for 
change. This theoretical approach could be use as a base for counseling psychologist to alleviate 
the dichotomous view and present a psychological appraisal of parasuicidals individuals to health 
care professionals.
Debates surrounding the conceptualization of parasuicidal behaviours
Understanding and treating parasuicidal behaviors is a complex endeavor. Firstly, the term itself is 
fraught with many debates. Conceptually, suicidal behaviours has been known by many names,
32
such as deliberate self harm (DSH), self-harm, self poisoners, self mutilation, attempted suicides 
to name a few. ‘An emerging definition of DSH could be described as a specific act whereby 
intentional destruction of body tissue occurs with the function of managing psychological distress 
without conscious suicidal intent’ (Thompson, Fowls and Carradice, 2008: 153). Others 
(O’Connor and Sheehy, 2000) defined it as ‘non-fatal, deliberate acts of self harm that appear to 
be similar to completed suicide’. Here, these two definitions are similar in that there is no intent to 
die. Moreover, parasuicide is a favoured term, as it does not make any assumptions about the 
individual’s intention. According to Sutton (2007), self-harm is considered too broad, self 
mutilation and self inflicted violence are considered unacceptable or misleading. Moreover, there 
appears to be a cultural difference in the usage of this term too, self harm and deliberate self harm 
are mainly used in the UK, whereas self injury, self mutilation, self inflicted violence and self 
injurious behaviors are used in the US. Para suicide, cutting, self cutting, self wounding and self 
abuse are other terms that are used too. Moreover, according to O’Connor and Sheehy (2000), 
para suicide is the favored term in Europe. It appears that the field is still a confusing one and with 
so many definitions floating around, in my literature search, I certainly found it difficult to access 
consistent information on this topic.
One could also fall into the trap of trying to define and classify the behavior and classify to satisfy 
our evolutionary essentialist nature (Haslam, 2000) rather than looking at social context and 
individual experience of these individuals. This is reflected in proposals such as ones by Kahan 
and Pattison (1984) that suggest the ‘existence of enough clinical data to identify a diagnostic 
entity, ‘The Deliberate Self-Harm Syndrome’ (p 17). However, at that time, it was maintained as a 
feature of BPD. In the past, individuals who self harmed are classified as BPD (Selby, Bender, 
Gordon, Nock and Joiner, 2012), although the link has been widely debated (Crowe and Bunclark, 
2000). It has been argued that this tendency to pathologise behaviours neglects the traumatic and 
social experience of individuals (McAndrew and Wame, 2005). Certainly, in 1989, the first phase 
of self-harm activism took place, where individuals challenged the objective medical descriptions 
of self-injury, which they felt took away the intensity and ‘voice’ of their subjective experience 
(Cresswell, 2005). It appears to me that the prevalence of these debates paves the way to those 
invested in maintaining social order to move towards a more definitive account of what ‘self- 
harm’ is. Indeed, Cresswell (2005) wrote about the hegemonic function of social groups which 
‘attempt to impose a system of ‘order’ upon a given social field, thereby establishing a 
‘knowledge’ which functions as that field’s accepted ‘common sense’ (p274). Over time, this 
‘knowledge’ sets into motion the development of a ‘hegemonic truth’, for example psychiatric
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diagnosis. The field of parasuicidal behaviours have indeed been involved in a long time struggle 
of whether it is a ‘normal’ cultural or individual phenomenon or a deviant act qualifying its’ own 
diagnostic category. Douglas (2010) in her writing titled ‘disorder and its discontents’ predicted 
that self-harm would eventually be subjected to medical categorisation. Indeed, in the newest 
edition of DSM, we now see a distinct Non-Suicidal Self Injury (NSSI) Disorder category (DSM 
5, 2013). Specific criteria such as ‘5 or more days of intentional self-inflicted damage to the 
surface of the body without suicidal intent’ (Stetka and Correll, 2013) guide this diagnosis. With 
this in mind, I wondered about the implications of this increase on pathology on the attitude of 
professionals working in health care settings towards these individuals.
A Prevalent Dichotomous View towards Parasuicidal Behaviours in Health Care Settings
According to Mental Health Foundation, UK has one of the highest rates of self-harm in Europe at 
400 per 100,000 population (Mental Health Foundation, 2014). It also results in about 150,000 
attendance at accident and emergency departments each year (Haq, Subramanyam and Agius, 
2010). In fact, a survey revealed a 93% increase from 87,000 in 1996 to 170,000 in 2005 (Sutton, 
2007). The graveness of the situation is also reflected in the two guidelines published by the 
National Institute for Health and Clinical Excellence (NICE) for the management of self harm, one 
for short term (NICE, 2004) and the other for longer term management (NICE, 2011). The 
guidelines appears to focus on reducing or preventing the escalation of self harm (NICE, 2011: 9), 
‘to promote a shared aim of reducing risk of repetition of self harm and/or the risk of suicide’ 
(NICE, 2011, 9) and ‘be offered 3 to 12 sessions of psychological intervention with the aim of 
reducing self harm’ (NICE, 2011: 10). In my opinion, this discourse focusing on the reduction of 
self-harm almost feel like the behaviour is an entity on its own and the complexity of the person’s 
lived experience are absent. The behaviour is also conceptually framed as ‘something that needs 
curing’. Moreover, the guidelines did mention that ‘during assessment, explore the meaning of self 
harm for the person... (they) do so for individual reasons’ (NICE, 2011: 19). What is salient in 
these statements that I have drawn out is that they clearly explicated the tension between viewing 
the person as separate from their behavior and the notion that a psychological mind exists 
alongside behavior. The former espouses a dichotomous view analogous to the Cartesian divide 
between the mind and body, one, which is reductionist and neglects the subjective and complex 
experience of an individual (Engel, 1992).
From my clinical observations, this dichotomous view is not only present in the treatment 
guidelines. Parasuicidal behaviors provoke strong and often negative emotions in those around
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them, such as families and friends (Aldridge and Barrero 2012), health care professionals 
(Anderson, 1997) and the lay public (Platt and Salter, 1989). It is beyond the scope of this paper to 
talk about the perception of the family, friends and lay public towards parasuicidal behaviours, 
although to a degree these stigmatizing attitudes are shared within the healthcare profession 
(Urquhart Law, Rostill-Brookes and Goodman, 2008).
Implications of these dichotomous views in the health care profession
Consider the statement below drawn from a qualitative study by Wilstrand et al (2007):
How do you think, we as staff, feel? Do you think that we experience it as unpleasant, and horrible 
and creepy and frightening to take care ofyou when you cut yourself all over- or when you try to 
hang yourself or whatever? (p 75)
Here, the nurse communicated an apathy and inability to see any purpose or sense in the 
parasuicidal individuals’ action. Moreover, the nurse is also indirectly focusing on the action of 
‘cutting herself open again’ and that it ‘must be painful’. In this discourse, it appears that the 
parasuicidal action stunted her and her curiosity to know this individual as a person seems absent. 
Indeed, Platt and Salter (1989), found that, health workers see parasuicidal individuals as people 
they cannot really help, which reflects a state of ‘pessimistic realism’ (where one holds the view 
that there is a possibility for both positive and negative outcomes, but have a tendency to lean 
towards the later). Thompson, Powls and Carradice (2008) also reported this phenomenon, where 
community psychiatric nurses found themselves struggling to understand the concept of 
parasuicidal behaviours. They found it a challenge to manage the emotional impact upon 
themselves and the professional boundaries of managing risk as required by organizations. They 
described strong reactions including despair, helplessness, rage, ambivalence and even revenge 
(Johnstone, 1997; Hemmings, 1999). These emotional upheavals tend to impact on the 
professional-patient or therapeutic relationship. This is especially the case if the behaviours are 
rationalized as ‘manipulative’ or ‘attention seeking’ (Vivekananda, 2000), to justify distancing 
from them, thus perpetuating stigmatization and stifling understanding.
It could be easy to be consumed by the emotional impact of these behaviours and fall into the trap 
of perceiving parasuicidal individuals through their actions. In my personal experience, certainly 
at the beginning of my placement, I would sit in team consultation listening to all manners and 
incidence of self-harm, in actuality, the description that fitted my experience more was ‘self
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destruction’. I was stuck in horror and felt like this was totally out of my depth. It activated my 
‘action’ mode, I thought, ‘we need to do something to stop them from doing these horrible stuff to 
themselves’. These people have stopped being individuals of rich and diverse experience to me -  
their behaviors define who they are. However, the deeply embedded counseling psychology ethos 
of being a reflexive-practitioner and a containing supervisor pulled me out of my stuck-ness.
Bringing together the debate around the conceptualization of parasuicidal behaviours and the 
prevalent views within health care professionals, I feel that a separate diagnosis may further 
consolidate the dichotomous view towards these individuals in the health care setting. Certainly 
Johnstone (1997) asserted that labeling a client with self-harm disorder will distance the staff from 
seeing the person. Instead they see a disorder where they now become the ‘expert’ and the client 
needs their expertise. The problem also becomes individualized, ignoring a wider social context. 
The question at this point is how can counseling psychology contribute to an alleviation of this?
Increasingly, counseling psychologists are employed within multi displinary teams and are called 
upon to provide psychological liaison with emergency and inpatient teams on parasuicidal 
behaviours. This input can be drawn from DBT, where we can provide holistic, psychological and 
functional view towards appraising parasuicidal individuals. Additionally, DBT does not 
downplay the complexity of working with these individuals but at the same time endeavors to 
provide support for both practitioners and the clients. I will argue the case or this in the next 
section.
A DBT approach to working with and understanding parasuicidal behaviours
Epistemological framework
The dichotomous view that I have described so far suggests a separation or absence of link 
between two points. However, I wonder if these points are actually two extreme end of a 
continuum. Consider this; an individual is presented at A&E under Section 136 for attempting to 
jump off a bridge, the duty psychiatrist now feels they have two choices, whether to ‘casually 
dismiss’ it as another instance of parasuicidal act or admit the person to a ward. Employing a 
dialectical thinking here will see the duty psychiatrist asking the question of ‘what is missing from 
this two positions’, rather than focusing on containing the behavior. From this question, the duty 
psychiatrist may speak to the patient and come up with a third option. For instance, to discharge 
them but arrange for the home treatment team to follow up or visit.
36
Epistemologically, DBT is built upon Hegelian’s philosophy of finding a ‘middle path’ between 
universalistic and relativistic thinking. Universalistic thinking assumes that there is an absolute 
truth and universal order to things. Relativistic thinking assumes that there is not any absolute 
truth and that the ‘truth’ and ‘order’ is in the eye of the beholder. In contrast, dialectical thinking 
assumes that ‘truth’ and ‘order’ evolves and develops over time as a result of one’s interaction 
with their environment. For me, this ontological approach addresses the fairly pure realist and 
dichotomous stance head on and transcends polarities. It sees reality as complex and calls for 
consideration of contradictory views and integrates them whilst being comfortable with flux and 
inconsistency. So, what is a dialectical stance in therapeutic work and how is holding it beneficial?
What and why a dialectical stance?
Clients who are referred from secondary care are not automatically enrolled onto a DBT 
programme. After an initial assessment of their difficulties, they are offered 4-6 sessions to get to 
know DBT and whether this models suits them. This pre commitment stage allows the client and 
therapist to come to a mutual understanding and commitment to work together on helping the 
client make the changes they want in their life. In my view, this commitment could also be 
perceived as a commitment to having a dialogue about their parasuicidal actions and why they 
engage in it. Moreover, the therapist is an active agent in DBT and brings her own experiences and 
worldview into the sessions in response to the client’s to build an authentic therapeutic 
relationship. So, when the pair is stuck with, for example, when the client cannot promise that they 
will stay safe (client’s view) and the therapist is uncertain whether to involve the police in it or not 
(therapist’s view), one would ask whether the boundaries have been narrowed or the problem 
simplified, and to consider what has been left out (Linehan, 1993). In this case, the therapist may 
have neglected to notice their own anxiety and/or the client has neglected to consider the impact of 
their decision on others.
Coming from the client’s perspective, O’Connor and Sheehy (2000) also found that that in many 
cases, people convey a sense of ambivalence about their actions. They communicate both wanting 
to live and die at the same time, but with poorly formulated intentions. Holding this paradoxical 
position of both wanting to live and die suggests an internal opposing force at work. Here, 
maintaining a dialectical and constructivist stance ensures that the client’s subjective experience is 
validated. Looking for the client’s ‘kernel of truth’ (finding validity and reason in client’s 
experience) allows the practitioner to understand and validate the client’s tension between life and 
death.
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I found it interesting that, some of the dialectical thinking employed in DBT resembles debates in 
professional issues in counseling psychology. The most pertinent one being the debates between 
DBT’s concept of acceptance and change and counseling psychologists juggling with being-with 
and doing-to (Steffen, 2013). In my opinion, I think that if a therapist just takes the stance of 
being-with and resists doing-to and vice versa, this also falls within employing a dichotomous 
view towards clients’ needs. Furthermore, research has shown that maintaining this flexibility 
leads to better therapeutic outcomes (Bedics et al 2012a and b).
Functional understanding o f  behaviors
On the surface, DBT may come across as an exclusively behavioural focused intervention. 
Certainly initially, it was hard for me to see how contextual factors could otherwise be 
incorporated into the work. However, as I gained more knowledge in DBT, I came to realize that 
if chain analysis are done with intent to understand ones’ psychological processes, it is an 
incredibly informative tool in accessing a good view of the individual’s thoughts, emotions, 
sensations and how they relate to others and their environment. For me, it bridges the dichotomous 
view of behavior and offers a functional understanding of their reasoning and compulsions. So, on 
one hand, it takes the focus away from the parasuicidal behaviours per se by contextualizing it. On 
the other hand, it provides a medium for healthcare practitioners who struggle to understand 
parasuicidal behaviours to see them in a different light. Going back to my example of being 
stunted by the clinical presentations at my placement, chain analysis have allowed me to 
understand where my clients are coming from and thus increased my empathy. I had begun to see 
a story to their behaviours. If this could be presented as a model to other healthcare practitioners, it 
may reduce the pessimistic realism described earlier and the hopelessness felt by them.
Conclusion
In this essay, I have critically explicated the dichotomous view characteristic of the Cartesian 
divide that has been observed in health care work with parasuicidal individuals. Then argued that 
DBT’s epistemological stance addresses this dichotomous view heads on by employing a 
dialectical and functional understanding of clients’ difficulties. Throughout, I made links to 
counseling psychology with the main message that one should endeavor to maintain a flexible 
stance and synthesise the information that are available to provide client centred therapy.
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Publication 1: Understanding PTSD among Military Veterans through Counselling
Psychology
Understanding PTSD among Military Veterans through Counselling 
Psychology
by Masrita Ishaq
How can counselling psychology contribute to a better understanding of PTSD 
among military personnel? Central to my work as a trainee counselling 
psychologist is an understanding of the client’s subjective world of his/her self and 
others. On the one hand I hold on to the humanistic values that underpin our work. 
On the other, I strive to implement a scientific approach with a clear basis in theory 
and evidence. In practice, this altogether means that I aim to facilitate a trusting 
and genuine therapeutic environment whilst focusing on being knowledgeable 
about psychotherapies and its evidence base.
Combining the two aims allows me to understand clients’ difficulties holistically. 
That, in turn, creates the opportunity for me to tailor counselling interventions to 
them as individuals. Being aware of theory and evidence has been essential to my 
training. It was whilst on the path of research that I first stumbled upon military 
psychology.
Military veterans with PTSD: A holistic approach is needed
My research interest so far has been to look at the wide arrays of psychotherapies 
for military veterans affected by Post-traumatic Stress Disorder (PTSD). There are 
an enormous variety of therapies in existence and the range continues to grow at 
a rapid rate. Which one do we choose? How do we know which is the best?
Within the Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) 
recommended by the National Institute for Clinical Excellence (NICE, 2005), there 
are as many as seven variations. Some interventions recommended by NICE have 
inconclusive evidence and others suggest a mix of paradigms (e.g., cognitive with 
psychodynamic). There are also many commonalities amongst the various 
psychotherapies. This led me to decide that, rather than embarking on a rigorous 
application of guidelines, an approach combining theories and approaches to suit 
individuals whilst instilling humanistic values is especially important for work with 
military personnel.
The early relationships, childhood environment, culture and socio-economic status 
of military personnel produces an idiosyncratic set of values and beliefs for each 
individual. In addition, for military personnel, experiencing combat events that are 
beyond everyday human understanding can put their mental endurance to an 
extreme test. Some personnel may return from combat theatres more reflective 
and optimistic from having survived the unthinkable. Others, perhaps 
unsurprisingly, display signs of psychological distress years after their return 
(Brook, 2010).
From a psychodynamic perspective, certain childhood experience may regress 
individuals back to the defences they employed as a child but these could be
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unsuitable for adult functioning (Fairbairn, 1943). The complexity of their 
experience is compounded by the transition from civilian to military life and back to 
civilian life. There is over-consumption of alcohol within many military cultures that 
can explain overdependence on alcohol post deployment (Jones and Fear, 2011) 
without the cushion of dry periods while in deployment. As well, veterans suffer 
from a loss of the group cohesiveness and unity experienced in the military (Costa 
and Kahn, 2010), and they also experience uncertainty about their perceived 
identity and value of their role.
Being a reflective practitioner
I have learnt that, fundamental to a counselling psychologist work is to go beyond 
the individual’s presenting symptoms and really getting to know their story. As 
well, I have learnt the importance of establishing a real therapeutic relationship 
with the client. The significance of the latter is personally experienced in my own 
therapy. It has enabled me to gain an insight into being on the other side of the 
chair and to get a feel of how I would like to be treated as a client, thus increasing 
my empathy. This is cultivated in every counselling psychologist as part of a 
mandatory requirement for accreditation.
In my practice, some of the clients who I have come across have favoured more 
‘cognitive’ talks while others colloquial talks. Some come primarily looking for ways 
to cope with their current situations, while others find that insight promotes 
change. In determining the goals of therapy, I find it helpful to ask both the client 
and myself: what is the immediate help that they need? Is it a focus on the 
development of coping skills or the exploration of deeper-rooted issues? Are any 
of their significant relationships suffering? Is gradual desensitisation helpful for 
clients? Would the client be able to cope with in-vivo exposure? As the therapeutic 
relationship deepens and the client unfolds, constant monitoring and reformulating 
of their needs is necessary for maintaining their best interests.
A colleague of mine who is working in psychiatry expressed astonishment when I 
told her that I had worked integratively with a client who suffered from chronic 
PTSD. She exclaimed ‘Shouldn’t you be using trauma-focused CBT?’ For me, this 
epitomised the power which NICE holds within the NHS and at times, private 
practice (Mellon, 2009). Counselling psychologists are fortunate enough to be able 
to draw from various models that we acquired from training. I strongly believe that 
the formulation of the clients’ stories comes first before the application of evidence 
based therapeutic approaches.
Understanding the individual
Being a counselling psychologist is a balancing act between applying evidence- 
based therapeutic interventions, paying special attention to the individual’s 
subjective experience and maintaining a genuine and trusting therapeutic 
relationship. Therefore, for me, addressing post deployment issues such as PTSD 
among military veterans involves understanding the tension between the 
individual’s internal environment and his or her external reality.
Masrita Ishaq is currently a trainee on the Psychotherapeutic and Counselling 
Psychology course at the University of Surrey. Currently, she is an honorary 
counselling psychologist trainee at NHS SABP Psychotherapy Service and a GP
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surgery in Surrey. She recently presented a poster at the BPS Psychological 
Wellbeing of Serving Military Personnel and Veterans Conference. The title of 
poster is ‘The Therapy of Combat Related Post Traumatic Stress Disorder: A 
critical review of NICE guidelines’.
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Publication 2: My Day at the Conference on DSM: This History, Theory and Politics
of Diagnosis
MY DAY AT THE CONFERENCE ON
“DSM: THE HISTORY, THEORY AND POLITICS OF DIAGNOSIS '
By Masrita Ishaq
Apposite to the recent release of DSM 5, sociologists, historians, psychologists, 
anthropologists, academics and service providers descended upon the University of Surrey 
for a compelling two-day conference, ‘DSM: The History, Theory and Politics o f  
DiagnosisP This was the annual conference of the BBS’s History and Philosophy of 
Psychology Section, held in March 2013.
We delegates were treated to a wide array of speakers, beginning with Dr Martyn 
Pickersgill’s opening keynote, which was a captivating start to the conference. It framed 
the controversy over the DSM as something which is wholly conducive to the field of 
mental health. The well-informed keynote speech discussed the long-standing complexities 
and controversies surrounding the DSM, such as its ties to the pharmaceutical field. After 
the keynote, delegates were faced with a dilemma. With fascinating talks running parallel 
to eaeh other, each boasting an interesting title, how does one choose? There seemed to be 
something for everyone.
We were exposed to topics such as the origins of mental health disorders and 
diagnosis (e.g., Diane Carpenter, Sarah Levitt); cross-cultural considerations in the 
understanding of mental health (e.g.. Bill Penson, Richard Savilie-Smith, Monica Pena); 
considerations on the psychometrics instruments used by practitioners to arrive at a 
diagnosis (e.g., Jacy L. Young, Katherin Hubbard, Peter Hegarty); issues surrounding 
sexuality and the subsequent removal of homosexuality as a mental health disorder from 
DSM III (e.g., Katherine Angel, Sebastian E. Bartos ); discussions about a specific 
diagnosis and its inclusion (e.g., Stephanie Pache on delusional dominating personality 
disorder; Diederik Janssen, Kimberley McIntosh on PTSD; Rachel Cooper on diagnoses 
such as hoarding disorder); how mental health is viewed by practitioners using the medical 
model and the contention between disorder and experience (e.g., John Cromby, David 
Harper, Paula Reavey, Anne Cooke) and how other countries deal with western-based 
diagnostic criteria (e.g., in Taiwan by Harry Yi-Hui Wu; in Chile by Monica Pena, in 
Romania by Corina Dobos).
It was also eye opening for me as an applied psychologist to discover views about 
mental health from the lens of classic novels, such as in Wilkie Collins and Mary Elizabeth 
Braddon’s novels (discussed by Helena Ifill), Charlotte Bronte’s Vilette (discussed by 
Alexandra Lewis) and Oscar Wilde’s writings (diseussed by Nazia Parveen). For me, the 
classics proved a fascinating medium for exploration.
It was also intriguing to participate in the exploration of the discourse and social 
constructions surrounding psychiatry and diagnoses. For instance, there was a talk on the 
hegemonic construction of DSM discourse (e.g, Katia Romelli), and the impact of 
contemporary media such as internet forums (Sam Spedding). It appears to me that social 
construction is a theme that is relevant aeross all presentations. Underlying these constructs 
is the discourse used by institutions which hold power, and the issue of how individuals 
within these institutions use that power to propagate their ideology about mental health and 
diagnosis. Ian Parker addressed this in the closing keynote address. He ingeniously tied
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together the various topics and debates presented at the eonferenee by urging us to think 
about how we too are contributing to a mental health discourse on diagnoses.
Overall, it was a well-organised and pertinent conference. Food was abundant and 
assorted. We even had a coffee machine so, if you fancied mocha, mocha you could get! 
As a counselling psychologist, I would have liked to hear a bit more about diagnosis in 
clinical settings. Speakers such as Anne Cooke, Sue Whitcombe and Carl Walker attended 
to these issues and I am really looking forward to a similar conference soon!
Masrita Ishaq is a trainee counselling psychologist based in Guildford, Surrey
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Introduction to the Therapeutic Practice Dossier
This dossier explores my clinical experience. In the course of my three years training, I have 
undertaken four clinical placements. Brief description will be given for each of the placement 
explaining the type and duration of therapeutic work and supervision, client population and other 
professional activities.
My therapeutic practice was assessed through in-depth client studies and process reports, log books 
and supervisors’ reports. To preserve anonymity of the placement settings and clients presented in the 
in-depth client studies and process reports, these documents are included in the attaehment and 
appendix for the perusal of examiners.
Also included in this dossier is the final clinical paper, which explicates my process in becoming a 
counseling psychologist. This paper draws from and integrates my personal, research and clinical 
development.
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Placement 1; Charity
First Year Placement
September 2011- June 2012
The placement was in a charity organisation offering vocational training for those affected by 
enduring mental health problems. The charity mainly operated on a referral basis from secondary 
care, although clients were also able to self refer for vocational training. The counselling service 
consisted of a person-centred counselor and two trainee counseling psychologist. This was a 
relatively new service and typically offered mid to long-term therapy for clients. Clients who signed 
up to vocational training at the centre were able to access the counseling service for free.
Over the course of my placement, I worked with five clients over approximately forty sessions. The 
ages ranged from 30 to 50 years old and included both men and women. The clients varied in their 
presentations and presented difficulties. Three of the clients I worked with had clinical diagnosis of 
posttraumatic stress disorder (PTSD), obsessive-compulsive disorder (OCD) and Borderline 
Personality Disorder (BPD) respectively. One of them was of Indian descent and the others were 
white British.
My therapeutic practice was in the person-centred approach. Supervision was weekly and normally 
joint with another trainee counseling psychologist. Our supervisor mainly drew from person-centered 
principles although at times we would speak about psyehodynamic principles. In supervision, either 
the other trainee or myself would present a client for discussion. We would then discuss process 
related issues and explore alternative opinions and interventions.
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Placement 2a; NHS Psychotherapy Department
Seeond Year Placement
September 2012- August 2013
The placement offered seeondary care and was in a NHS Psychotherapy Department located over 
two sites covering different eatchment areas. The department was headed by a consultant psychiatrist 
in psychotherapy. In the first site, the team consisted of an administrator, art therapist, group analytic 
therapist, cognitive analytic therapist, two trainee counseling psychologists and about three or four 
specialty registrars/junior doctors. In the second site, the team consisted of an administrator, three 
family therapists, three to four trainee counseling psychologist and two adult psychotherapists. I 
traveled between both sites to see patients and to participate in group supervisions. Both sites receive 
referrals from primary care and Community Mental Health Recovery Service (CMHRS).
The service offered mid to long-term therapy of up to two years. Patients usually suffered from 
enduring mental health and/or physical problems. Over the course of my placement, I worked with 
three clients; two with psyehodynamic psychotherapy and one with cognitive analytic therapy. Their 
ages from 21 to 58 years old. All were of white British descent.
My therapeutic practice was located within the psyehodynamic approach. My main supervisor is a 
consultant psychiatrist in psychotherapy and approaches psychotherapy from a Kleinian object 
relations perspeetive. My secondary supervisor was an adult psychotherapist specialising in 
cognitive analytic therapy. Both weekly supervisions were in the form of small groups participated 
by trainee psychologists and junior doctors. In the primary supervision, one of us would presented a 
verbatim account of a session. We would then explore transference and counter transference arising 
from the transcript. Alternative responses were also considered. Violations of therapeutic boundaries 
were also unpacked and eonsidered in light of patients’ presentations. In the secondary supervision, 
all of us would present summary of a session and in aceordance to the stage of therapy, present 
reformulation diagrams or letters. Also, transference, counter transference and alternative responses 
were considered and diagrams were clarified in relation to patients’ presentation. Patients’ 
psychometric results indicated on the Persons Relating to Others Questionnaire (PRO-Q) were also 
discussed in supervision. Other members of the group would also offer their input during these 
discussions.
In terms of other placement aetivity, I attended a team meeting, which involves a discussion around 
the topic of working psychodynamically with gay individuals. I also attended a one-day workshop on
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Mentalisation Based Therapy (MBT). I was also required to input notes about each session onto the 
patients’ online records. At the end of therapy, I wrote discharge letters to the patients as well as their 
referrers.
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Placement 2b: NHS General Practice Surgery
Second Y ear Placement
October 2012- July 2013
The plaeement was situated in a counseling service within a group of General Practice Surgery. A 
counseling psychologist who also headed a team of two psychotherapists managed the counseling 
service. Clients are referred from their GPs and allocated to the team. Appointments were managed 
on an online internal system.
The service offered brief counseling work, which normally lasted for 6 sessions with an opportunity 
to extend up to 12 sessions. I carried out an initial assessment to establish goals and motivation for 
therapy. Over the course of my placement, I worked with 14 clients. Their ages ranged from 17 to 70 
years old. Six were males and eight were females. All were of white, British descent. They were 
presented with a variety of mental health difficulties such as work related stress, bereavement, and 
anxiety. In terms of marital status, they were either, single, married, going through a divorce or in 
civil partnerships. In terms of sexual preference, one was gay, one was contemplating a transsexual 
operation and the others were heterosexual.
My supervisor was a counseling psychologist and practiced from a solution focused and cognitive 
behavioural perspective. This influenced my therapeutic practice. In addition to providing brief, goal 
focused work. I also drew from humanistic, psyehodynamic, transactional analysis and systemic 
theories to inform my clinical work at this placement. In weekly supervisions, I presented a client 
that I would like supervisory input on. We considered alternative responses, ways of engaging the 
client, and my development as a counseling psychologist.
Other placement activities include administering and interpreting the Clinical Outcomes in Routine 
Evaluation (CORE) outcome measure at the beginning and end of counseling eontract. Discharge 
letters were written to respective GP, briefly summarising clients’ presenting difficulties, therapeutic 
progress, CORE scores and future recommendation. At GPs request, detailed psyehological input and 
recommendations were provided. Clients’ management also included inputting brief progress notes 
input onto the online internal patients’ system.
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Placement 3: NHS Personality Disorder Services
Third Year Plaeement
September 2013 to August 2014
The placement was situated in a specialist NHS outpatient Personality Disorder (PD) Service. The 
pathway offers tertiary care for those diagnosed with a personality disorder and consisted of the 
Transitions service, Psychotherapy and Behavioural Therapies/Psychology Service. The pathway 
receives referrals from Community Mental Health Recovery Service (CMHRS) and access to the 
service was usually via a diagnosis in PD. I was part of the Dialectical Behavioural Therapy 
(DBT)ZPsychology Service. The team was managed by a consultant clinical psychologist and 
consisted of one forensie psyehologist, one community psychiatric nurse, one counseling 
psychologist and an assistant psychologist. Therapeutic interventions were either DBT for those 
diagnosed with Borderline Personality Disorder (BPD) with high self harming tendencies. 
Acceptance and Commitment Therapy (ACT), Functional Analytical Psychotherapy (FAP) and 
Cognitive Analytical Therapy (CAT). The team also offered inpatient and CMHRS consultation on 
the optimum care for PD presentations.
Duration of therapy was dependent on the type agreed with the patient. Over the course of this 
placement, I worked with three patients. One initially started with DBT but did not manage to 
complete the pre-commitment phase; we subsequently moved on to FAP but were subsequently 
discharged due to low attendance rate. One was involved in a lengthy behavioral assessment of his 
presenting problems with a view to start on FAP, but was subsequently discharged due to missed 
appointments. One was assessed and agreed to start on ACT but later discharged due to non- 
attendance. She was later re-referred to me for DBT skills work. I also offered phone coaching as part 
of her treatment plan. This was offered as a six months programme. Patients varied in their 
presentation although all had a diagnosis of BPD and one with Anti Social Personality Disorder 
(ASPD). Their ages ranged from 20 to 30 years. As a DBT therapist, I was expected to attend a 
weekly consultation meeting where dilemmas were discussed by the team. In addition to this, I also 
received weekly supervision from a counselling psychologist where issues relating to the risk 
management, interventions and reflections of my patients were discussed. I also explored my 
development as a counselling psychologist in the supervision. Occasionally, I received supervision 
from the consultant clinical psychologist where specific issues around patients’ presentations were 
discussed.
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In addition to individual work, I also co-led the weekly DBT skills training group over 12 months 
and worked with six patients, two male and four females. All were from white British descent and 
had a diagnosis of BPD. I also trained in psychometric testing and carried out the tests. The tests 
were Millon Clinical Multi-Axial Inventory III, Becks Scale for Suicidal Ideation, Brief Symptom 
Inventory, CORE and the Dissociative Experiences Scale.
I also conducted a Structured Clinical Interview for DSM Disorders Axis II (SCID-II) over nine 
hours with a patient with eomplex presentation. The assessment was carried out with the consultant 
clinical psychologist. I also received supervision for scoring and interpretation of the assessment. I 
later attended the feedback session to the client.
I also attended case management meetings at the CMHRS affiliated with the community psychiatric 
nurse. We also jointly carried out assessments in the capacity of offering care coordination or 
secondary psychological care.
In addition, I wrote a psychological report for one of my patients detailing the behavioural 
assessment and formulation as well as future recommendations. I also researched, prepared and 
faeilitated a presentation and discussion with the team on the therapeutic relationship within DBT. I 
also conducted a training session with the assistant psychologist on CAT.
Other placement activities includes attending trust trainings in Mental Health Act, Mental Capacity 
Act, Information Governance and training on online patient record keeping systems.
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Final Clinical Paper; One Step Closer to the Reconciliation of Opposites 
Introduction
In the course of my training, I have often refleeted on the reason why I embarked on this route. 
Admittedly, it was not as well thought out as some of my peers. It all felt like a natural progression 
and intuitive decisions made on the way that led me to where I am today. I was aware that self- 
reflection would be a big part of the course, however, I was not prepared for the extent to whieh it 
was. I would not be able to write all that I have learnt in this paper, so I have selected a few areas that 
I felt had the most significant impact on the development of my identity as a counselling 
psychologist. Specifically, these are implications of my culture, interpersonal dynamics, contextual 
factors, being challenging, pluralism and dialecties.
How it all started
Looking back, I was doing an undergraduate in psychology, and in my spare time, I volunteered at 
mental health charities as administrative or support worker. I felt comfortable working in these 
settings. I felt that people were caring and, as I enjoy caring for others too, it was a comfortable fit. In 
these settings, I was also able to see the changes in clients, who valued and appreciated the work. The 
mental health practitioners also seemed to derive a lot of self-fulfillment from the work. In particular, 
I had enormous respect for a manager at a mental health drop-in eenter for her ability to be incredibly 
compassionate, open minded and containing with the service users. In return, the service users 
enjoyed her eompany and counsel. She was also particularly kind and patient by agreeing to take me 
on as a volunteer and mentored me despite my gross lack of experience in mental health work. This 
experience started a chain of events that led to where I am today, nine years down the line. I feel that 
being a counselling psychologist is never a finished product, but she represented the humanistic 
qualities that form the basis of my stance.
Cultural Implications
Coming from Malaysia, my cultural background has played a significant part in my clinical practice, 
research, learning and setbacks. I often reflect on my degree of acculturation and enculturation 
(Wang and Kim, 2010). I came to the UK at the age of 15 and attended a college heavily populated 
by East Asians. On one hand, this offered me a lot of comfort, being away from home and my parents 
in a foreign country; on the other hand, this meant that all of my friends were from East Asia and I 
was not able to immerse myself in British culture.
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After I graduated from college, I proceeded naturally to university as any duty bound child would. I 
was in a fortunate position to be able to get into university, as my parents had to support themselves 
from a very young age and never had the privilege. Everyone I knew from the eollege was headed 
towards this direction too, as East Asia is an academic achievement-orientated society (Wang and 
Kim, 2010). I have made my parents proud by going to university, although my choice of subject was 
debatable. Mental health problems are a stigma that extends not only to the sufferers (Minas, 
Zamzam, Midin and Cohen, 2011) but also to those offering treatment. I recall a family dinner where 
one of my relative commented that ‘it takes someone crazy to understand another crazy person’. 
Thus, my choice of pursuing Psychology has not gone down well within the extended family. This 
marked the beginning of some of the difficulties I experienced in terms of cultural reconciliation- the 
tension between collectivism and individuality.
At university, I was one of only three or four East Asian students in a class of 200-300 students. 
Everything suddenly felt very foreign to me. During my time at university, I experienced racism from 
some of my course mates who commented on my immigration status or expressed their frustration at 
the large number of foreigners at the university. I felt alienated and this deterred me from integrating 
with my British counterparts. Throughout my four years at university, and even after I graduated, my 
friends were mainly from East Asian countries. In my studies towards a Masters degree, the group I 
was part of was actively open and non-judgemental which allowed me to begin exploring some of my 
vulnerabilities. Moreover, I came to the course holding on to some of my valued Confucian beliefs 
such as collectivism, respecting the ‘older/experienced/authoritative’ person and humility.
Some of my core learning on this course originated from my experienee during the first year 
placement. I came face to face with the impact of my cultural perceptions on interactions with others 
and how I could be constrained by them. Specifically, I became more aware of the internalisation of 
prejudice, which explained my sensitivity to comments on my culture. Through this episode, I was 
able to develop a deeper understanding of cross-cultural work.
My sensitivity towards cultural comments can be seen in my interaetions with my first year 
supervisor. On my first day at the placement. Tasked him how we should refer to ourselves in this 
placement as I was under the impression that perhaps the clients were more used to a certain term. 
My supervisor replied that it does not matter and said that I should explore in personal therapy why 
titles are important for me. At that time, I was taken back and wondered if this was due to my 
perceived infamous materialistic nature of Eastern societies. However, I quickly dismissed it as
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single event. In hindsight, I could have clarified my intentions for asking the question. The 
misunderstandings developed further when, in another supervision session, he eommented that I 
seem to fit the stereotypical Asian person he had in mind when we were discussing the values that we 
hold in relation to family. In another instance, my supervisor took my comment that T couldn’t 
possibly imagine how the client is feeling’ as a lack of empathy, whereas I was expressing humility 
in relation to the experience of my clients. I wondered if I have been stereotyped as an East Asians 
who, in my experience typically finds it difficult to discuss emotional contents. By this stage, the 
accumulation of misconception had caused a rift in our supervisor-supervisee relationship. This 
period represented the first low point in my training. I became anxious about attending placement. 
However, my therapeutic relationships with clients were going well, DNA rates were low and clients 
openly expressed that they found therapy useful. So, despite my anxieties, I was motivated to attend. 
However it got to a point where, I felt we were both clouded by our biases. Personally, I was not able 
to reconcile my long held notion that ‘teachers’ (supervisor) were wise and infallible against my 
feelings that he was assumptive. Subsequently, we worked on repairing the rupture in our supervisory 
relationship. I admired my supervisor when he acknowledged his part in the rupture. This in turn 
prompted me to explain the way I felt and we managed to repair the difficulty in our relationship. To 
my surprise, at the end of the placement, he commented that I “have the makings of an excellent 
therapist”. In hindsight, I could have taken more responsibility in our interactions. Perhaps, by being 
more transparent with my thoughts and invite an open discussion with him, rather than being a 
passive receiver of his comments.
I brought these experiences to my personal therapy. My therapist sensitively challenged my fear of 
being stereotyped and how this impacted the way I approached my interactions. For instance, I felt 
that ‘my supervisor would never understand anyway’ and therefore did not attempt to clarify or 
challenge him on comments that felt off for me. Also, I experieneed the comments as ‘ah there we go 
again’, which on reflection represented my insecurity around feeling like ‘I never quite fit’ in the 
British soeiety. I realised that I have internalised racism by accepting the negative messages about 
my ‘own abilities and intrinsic worth’ (Jones, 2000). Especially, when my supervisor suggested that 
I lacked empathy, I started doubting my own abilities as a therapist and wondered if I had chosen the 
right field. This awareness has now allowed me more self-aceeptance and to take a more objective 
stance towards cultural issues. This has also influenced my clinieal practice. In my second year 
placement, one of my clients who was gay described feeling eomfortable with his sexuality but found 
it difficult to accept “gay qualities” in others and disliked being known as one. He found it 
diseoncerting and described himself as ‘homophobic’. Having experienced internalised prejudice, I
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wondered if his experience was similar to mine. Upon further exploration, we found that he grew up 
in a household where there were strong sentiments against gays. Although his family accepted him 
after he “came out of the closet”, he felt that he represented those ‘other gays’ his family denigrated 
against.
Another area I explored in therapy was collectivism and individualism. Coming from a collectivist 
society, I appreciated its harmonious nature and how individuals seem to look out for each other. 
However, I also felt that it created ‘falsities’ between individuals, as the group harmony in my 
experienee was usually a superficial one. Moreover, I enjoyed the individuality and freedom that 
came with pursuing my aspirations (psychology) despite resistance from family members. However, 
I also felt that individuality was somewhat selfish, a trait that I am sure not a lot of people like. It may 
seem clear now, but initially it was a tension that I could not work out. In the past, I would be quick 
to distant myself from collectivism as it felt passive and lacked self-agency. However, through 
personal therapy and experience during the placement, I embraeed this part of me. This acceptanee 
has also allowed me to relate to my research at a deeper level. Due to my interest in trauma, I applied 
to a departmental research project looking at military veterans’ experience of combat related PTSD. I 
have also always been interested in the field of military and wanted to join the forces after I 
graduated from university. With this in mind, I embarked on this research project that I worked on for 
the next 3 years. For me, understanding the personal meaning in what I do was important. I was 
interested in my research, but I felt that I needed something deeper to connect to it. I often asked 
myself, how could I relate to this group of individuals? A defining moment eame when, during one of 
the military conferences I attended, a speaker noted ‘if we look deeper, we’ll all find and see how 
we’re all connected’. I reflected on this and recalled veterans I had spoken to who felt that the 
transition from military to civilian life was a difficult process. One commented that ‘the values and 
ethos of the military is completely different from that of civilians, we are trained to watch out for 
each other’s back, our survival out in the frontline depends on this. It is difficult coming back to a 
society that does not behave that way’. It was here that I found my connection. Although for different 
reasons, I related to that sense of community. I shared this with one of my participants and he 
responded ‘now imagine, military personnel are of the same race and colour to the rest of the country, 
it is even harder for civilians to see that we believe in something else’.
Interpersonal dynamics and contextual factors
Tliroughout the three years on the programme, I have been fortunate to work in a variety of contexts 
and accrued enormous insight into the way organisation works, and how teams come together. My
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core learning here comes from my third year placement. I was in an NHS setting working with 
individuals diagnosed with Personality Disorder. I was placed within a Dialectical Behavioural 
Therapy (DBT) team and worked mainly with Borderline Personality Disorder (BPD). It is also here 
that I experienced the second lowest point in my training.
Initially, I was very excited about learning third wave CBT as I enjoy mindfulness especially as 
Buddhism is a way of life that I find resonates with me most. DBT has also always intrigued me, with 
its emphasis on the therapeutie relationship and dialeetical philosophy. However, I was not prepared 
for the striet adherence to the behavioural model and the novel emphasis on team thinking and 
decision-making. Throughout my time on this placement, I asked myself repeatedly, how do I 
maintain who I am as a counselling psychologist and still work within this context? Where am I on 
the continuum of being a final year trainee about to graduate but not yet a practitioner? Am I allowed 
to appreciate certain parts of the model but express discomfort at some others? There were many 
times when I felt unsure of what I should or should not say in the team consultation. I recalled in one 
of my first team meetings, I used the term ‘counter transference’ and someone immediately retorted 
‘mind reading’. At that time, I experienced it as persecutory- both in the tone and what mind reading 
meant for me. I later found out that this was a common experience in new members and striet 
adherence to the model is important in DBT teams (Swales, 2010).
I explored my transition from non-directive to directive therapy in supervision, with my supervisor 
who is also a counselling psychologist. We also explored how DBT draws from different theoretical 
models and is essentially an integrative model. I was curious and intrigued. Moreover, the team 
leader was an avid behaviourist, and in my conversations with her, realised that she was intensely 
against theories around social constructionism, psyehodynamic psychotherapy and non-directive 
therapies. But in consultation meetings, we would read out ‘DBT team consultation agreements’ that 
contained clauses such as ‘there is no absolute truth’ or ‘we do not have to agree with each other’s 
position on how to respond to speeific patients’. I also noticed that the team dynamies was 
hierarchical in nature despite ‘team based thinking and decision making’. All these disparities threw 
me into a state of uncertainty. I explored this in supervision and was advised to be ‘politically savvy’ 
and commented that there are times that one should keep oneself opinions hidden.
Things started going downhill when I offered one of my clients an extra session after it was agreed in 
team consultation that she would not be given any more. I later explained to my supervisor that the 
client had said she was suffering from diarrhoea and was physically unable to come to the session. At
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that time, my supervisor accepted my. rationale, but called me a few days later to say that she had 
spoken to the team leader and they have agreed that I should contact my client immediately to revoke 
my offer. I was left shaken by this and felt that I had no agency in my work. I was also surprised that 
my supervisor had not discussed her uncertainties with me. Reflecting on it, I felt betrayed by her and 
wondered if anything that we had agreed in supervision aetually carried any weight. I also felt that 
she was being a messenger of that decision and succumbed to the team leader’s authority. In 
hindsight, I could have shared this with her and perhaps things would not have continued to 
deteriorate. At that time, I expressed that I understood her rationale, but did not agree with the strict 
adherence to the model. She felt that I was being “stubborn”. However, before we were able to repair 
our relationship, she went away on annual leave. During this time, I was supervised by the team 
leader and was assigned a new elient. The team leader identified some gaps in my technieal 
knowledge and it was also at this time that I mistakenly carried out an assessment in a different way 
than I was told. This episode I felt consolidated the notion that I was “stubborn” for my main 
supervisor. On her return, she started becoming really strict with me, wanting me to clarify 
everything we have discussed twice, to read all my letters before I send them off and to listen to 
recordings of all my sessions. In team meetings, she would openly say that she had explained things 
to me, and wondered if I understood. I felt like a rabbit in headlights. I swung to the other end of the 
pole and became very passive; I was not able to explain rationales for interventions for fear of saying 
the wrong thing. I felt that I was jeopardising my placement and endeavored to follow my supervisor 
and the team leader’s instructions. Supervisions became task focused, I became task focused; I 
wanted to do the ‘right’ thing according to them.
I brought the situation to group supervision. It became evident firom my narrative that I was 
‘splitting’ by trying to hold on to some sense of goodness in the team, the team members and me by 
attempting to stay neutral. I was also very careful in what I said. However, I was also indicating that I 
felt eaught between my supervisor and the team leader. I began to take a step back and reflected on 
my role in the team and how emotionally involved I was. However, soon after, the second lowest 
point in my training came when my supervisor could not decide whether to pass me or not and put 
me on a ‘probationary’ period for a month. She also expressed that she did not think that placement 
was high on my priority list due to my lack of technical knowledge. Once again, I felt discouraged as 
I was learning three therapeutic models, proactively attending various meetings and training, and 
spending more than my contracted time at the placement. I felt unheard. No matter how I explained 
myself, I was seen as ‘defensive’ and ‘stubborn’ and yet I was required to be a ‘third year trainee’ 
and express my opinion. It was a double bind that I could not figure out. In reflection, I sealed these
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unsettling emotions away as I needed to retain my ‘rational mind’ to remain task focused. Some of 
these struggles were reflected in the feedback for my 2"  ^process of the year, where the marker felt 
that my self-reflections were missing and that he felt that the team was doing the thinking for me. 
Indeed, Doehman (1976) wrote about the parallel processes in supervision and therapy. The therapist- 
supervisor relationship and the therapist-patient relationship is a crucial determinant in the quality of 
the therapist’s work with her patients.
Throughout this period, I sought for support and help from group supervision at the university, my 
personal therapist and professional tutors. I was either in my ‘emotional mind’, or ‘rational mind’ 
(more of the former). I was also resentful of and defeated from my situation but at the same time 
aware that it ‘takes two hand to clap’ and I needed to address my part in the interaction. All in all, I 
knew that I had to keep reflecting if I were to get through this situation. Through diseussions, I 
slowly regained my sense of competency and was more able to refleet on the situation as a whole. I 
was also more able to use my ‘wise mind’ to guide my decisions. I embraced my inseeurities and 
defences and started to repair the rupture in our supervisory relationship. Rather than explaining 
myself as I have always done, I delved into my supervisor’s frame of reference, and really tried to see 
her point of view. With this, things have slightly settled down. At the time of writing this paper, I was 
still on ‘probation’ and was uncertain if I would be in a position to submit this portfolio. Despite our 
difficulties, both my supervisor and me have worked really hard to address my identified 
deficiencies. In retrospect, I wondered if we were caught in this power dynamic where we were both 
trying to hard to get the other to see where we are coming from. Perhaps, in this process, I ‘acted in’ 
whilst she ‘acted out’ (Gill, 1994). Looking back, I should have been more aware of my emotions 
and taken a step back to reflect rather than react.
Reflecting on this context as a whole, perhaps a good starting point is to apply the core conditions we 
praetice with our clients to conversations with other professionals by actively understanding their 
frame of reference and trying to see the world through their lenses (Rogers, 2007). This may 
encourage a ‘deliberate engagement and negotiation with diversity rather than simply a recognition 
that there are multiple viewpoints on offer’ (McAteer, 2010: 7). Perhaps whilst I have been busy 
defending the benefits of psychotherapy or resisting the rigidity of this context, I have neglected to 
really get into their frame of mind and truly understand where they are coming from.
I wondered if the contextual factors such as NHS setting, a service that works with symptom 
reduetion in PD diagnosis, DBT’s requirement for strict adherence to the model and an authoritative
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team leader all converged, making it difficult and confusing to maintain a personal and counselling 
psychologist stance. Certainly, for me, my ability to maintain a curious mind and to negotiate 
different theoretieal modalities and professional perspectives was stunted. My supervisor’s advice of 
‘keeping parts of yourself hidden’ within the team jarred with me, as it felt like we were hiding our 
identities as counselling psychologists. Having said that, I could see her where she was coming from, 
team cohesion is indeed important in working with this client group. ‘Doing what is effective’ would 
mean putting to one side what is right or wrong, and instead focus on what is the best approach for 
this situation. However, one question remains- how do we balance our professional integrity with the 
demands of the context? This is still an ongoing question for me.
Combining sensitivity and challenge
In my first process report the marker wrote, “you manage the relationship well most of the time, but 
then change from being overly soft to statements that are rather hard and less useful”. The previous 
two sections perhaps also allude to the tension between these two positions. In my interactions with 
others, I have always been seen as a pleasant and agreeable character. Growing up, this has allowed 
me to be accepted by my peers and to defuse conflict at home. At a deeper level, I am a persistent 
person who believes that ‘the sky is the limit’ and could hold strong (albeit hidden) views on what I 
perceive to be right or just. Combining these factors, the willingness to be seen as a “bad object” or 
“devalued clinician” in the service of clients has been a developmental edge for me. In 
psyehodynamic context, this translates as the ability to stay in the negative transference (Yeomans, 
Gutfreund, Selzer et al, 1993). In DBT context, this is perhaps expressed in excessive use 
validation/acceptance rather than change strategies (Danzer and Berber, 2014). The greatest learning 
in this comes from my second year plaeement. Supervision revealed that I have a tendency to be a 
‘good object’, and that I have to be more ready to challenge patients’ that tests therapeutic boundaries 
to re-enact ‘fantasised good objects’ (Davies and Frawley, 1994). Certainly, research has shown that 
it is important to be mindful of the iatrogenic effects of being an idealised clinician (Horwitz, 2000). 
The balance between being accepting and challenging was further developed in my third year. 
Indeed, DBT actively encourages patients to think about the consequences of their behaviours 
especially if impulsivity is a main presenting problem. Linehan (1993) strongly advocates that the 
therapist do not offer unconditional therapeutic commitment. This is to counter the common 
misperception that the therapist could solve all the patients’ problems and ‘save them’. In reflection, 
perhaps my supervisor at the DBT placement felt that I could have held the line more firmly with the 
patient despite her reasons for non-attendance. I felt that I have progressed and grown in confidence
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in this area, however the delicate skill of combining challenging and sensitivity is still one that 
requires more honing.
Pluralism in Theory-Practice
I first came into contact with the concept of Pluralism whilst I was studying towards my MSc in 
Counselling Studies. At that time, I was intrigued by pluralism in research methodologies, as I have 
always known quantitative methodology to be the gold standard. Moreover, I recall picking up the 
Counselling Psychology Review one day and being drawn towards an article about pluralism in 
counselling psychology. I read through it and thought that this was interesting and I particularly liked 
the idea of appreciating and valuing multiple viewpoints. I embraced this stance in my work with 
clients by drawing from different models that best fit clients’ presentations (Cooper and McLeod 
2012).
In my first year placement, one of my clients developed feelings of Tove’ towards me as he felt I was 
warm and caring towards him. Moreover, after one of the sessions where I encouraged him to 
consider the views of his girlfriend, he approached my supervisor and said that he does not think that 
therapy was working out. I was taken back and confused. However, together with my supervisor, we 
formulated the psychological basis for his actions. I arranged a session with him and to explore and 
repair this rupture. It seemed that I have represented his girlfriend for him. So whilst he loved her, he 
also thought that she ‘is never on his side’. We explored this and made clear that as a therapist I was 
there to help him consider things from different perspectives. I reflected to him that perhaps I have 
been too direct in my wordings and could have approached the topic in other ways. Here, we drew 
from psyehodynamic concepts such as transference and acting out to inform our understanding of this 
client. Moreover, with a different client on the same placement, I found other ways of working 
useful. This client suffered from panie attacks and would arrive for his sessions early. From my 
offiee, I could see him shifting on his feet, ‘spinning’ around, looked sweaty and bothered. In 
sessions, talking and exploring his anxieties offered him insight into his problems but was not 
sufficient for him to manage his panic attacks. Therefore, we also looked at specific strategies to help 
him contain his panic attacks such as recognising his triggers, taking active steps to manage them and 
planning ahead. In my second year placement at a GP surgery, one of my clients came from a 
background in business management and presented with anxiety related issues. His history was 
characterised by continuous abandonment, whieh led to complicated familial dynamics. To aid the 
flow of our conversations, we drew a genogram. So, whenever he referred to a family member, he 
would point to that person on the genogram to help him clarify his narrative. I felt that this helped
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quicken the process of building a therapeutic alliance. Moreover, in working with his anxieties, he 
found it particularly useful to use the ‘language’ and model of Transactional Analysis (TA). This was 
perhaps due to his background in business management combined with his analytical personality. He 
often felt like the adapted child in his interactions with others, which he felt, was due to issues around 
abandonment.
Personally, I found working out what clients want from therapy is essential at the beginning of 
therapy but how this is best achieved is an ongoing process in therapy.
A Coming Together: Dialectics
At times, I wonder if pluralistic approach to psychotherapy needs to be applied cautiously. Cooper 
and McLeod (2012) addressed this in their paper. They wrote that rather than focusing on a 
dichotomy between therapist-led or client-led, a way to balance this would be to consider the work 
mutually with the client. They proposed the concept of meta-therapeutic dialogue, where one is not 
simply ‘doing what the client want’, but rather to reflect on the therapeutic process as a whole and to 
take a meta perspective. For me, this also reflects a dialectical pluralism stance (McAteer, 2010) 
which ‘involves an attitude of recognition, respect and inclusivity towards different positions’ 
(McAteer, 2010:8). This was especially clear for me in my final year placement. At the placement, 
we often work with clients with forensic history and presentation. Some of them present an ongoing 
risk to self and others. Taking a pure client-led approach would not be ethical. For instance, one of 
my clients with Anti Social Personality Disorder enjoyed describing about his fights in detail in our 
sessions. His exhibitionist behaviour in our sessions corresponded to his narrative where he “would 
fight for an audience who cheered him on”. He was right, I found myself fascinated by his public 
drunken fights and in his animated description; I would secretly wonder if he managed to ‘get away 
with it’. However, taking a meta therapeutic stance, his detailed and animated description of fights 
was encouraging behavioural rehearsal, presenting a risk to the general public. Also, if the function 
of the therapist was to “provide him with an audience”, this would not be therapeutically beneficial 
for the client. Taking a dialectical viewpoint, a balance can be struck between therapist and client-led 
intervention. With this client, I focused more on exploring his thoughts, feelings and urges and less 
on his actions to avoid rehearsal.
Finally, negotiating the dialectical stance between ‘being with’ and ‘doing to’ also represents one of 
my core learnings. I enjoyed the non-directiveness of ‘being with’ my clients and the creativity this 
afforded me to draw from variety of theoretical models. During my psychodynamic placement, I
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enjoyed its fairly non-directive nature and was comfortable with sitting in silence (being a quiet 
person myself), reflecting on the therapeutic process and observing my counter transference in 
sessions to guide my interventions. I felt that this experience further cultivated my ability to follow 
the client’s process closely and sensitively. My real learning however came from ‘doing to’ as 
indicated in the earlier sections. Reflecting on my dialectics, I tend towards ‘being with’ than ‘doing 
to’ and perhaps this formed part of my initial struggle on my third year placement. As time 
progressed, I begun to see and agree with Steffen (2013) that the ‘behavioural element could... be 
regarded as ultimately serving humanistic objectives... to foster growth and self-fulfilment’ (p 70). 
For instance, I can see how Functional Analysis (for example, chain analysis) could be useful in 
helping clients who present with impulsive behaviours to slow down and consider how they got from 
point A to point B. However, in carrying it out, it could feel like ‘doing to’ (directive), both from the 
therapist and client perspective.
Conclusion
In making sense of my development as a counselling psychologist, I have drawn from my 
therapeutic, supervision and research experience to form a dialectical pluralism approach. In my 
opinion, reconciling opposites is not a simple negotiation and there does not exist one single and 
clear set of rules. Rather it is a constant self-reflection of where I am with all my background history 
on this dialect in relation to the client’s presentation, relevant theories and research, context and other 
professionals. Moreover, I endeavor to practice from a humanistic perspective by respecting and 
retaining an open mind towards the phenomenological experience of others.
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Introduction to the Research Dossier
Three research reports and three conference presentations are included in this research dossier. In the 
course of my three years training, I carried out one literature review and two qualitative research on 
therapeutic work with military veterans. All reports have been amended to take into account marker’s 
feedback. Drawing from the NICE (2005) guidelines for PTSD, the literature review aims to provide 
a comprehensive review of the various psychotherapies that are available. The second research 
project used content analysis to examine practitioners’ understanding of trauma work with military 
veterans. The third research project used Interpretative Phenomenological Analysis to examine 
military veterans’ experience of therapy. All participants were diagnosed with PTSD. These research 
were carried out in collaboration with Braveheart, a registered military charity. They funded my 
attendance at the British Psychological Society Wessex’s branch’s ‘The Psychological Wellbeing of 
Military Personnel and Veterans Conference’ at Sandhurst in 2012. In addition to that, they also 
funded my place at a ‘Trauma Focused CBT to work with PTSD’ workshop in 2013.
Two of the conference posters were presented in my second year of training. The first poster 
illustrates my literature review on the therapy of combat related PTSD with a critical review of NICE 
guidelines. This was presented at the British Psychological Society Wessex branch’s “The 
Psychological Wellbeing of Military Personnel and Veterans Conference” at Sandhurst. The second 
poster also illustrates my literature review but has been extended to include clinical implications. 
This was presented at the Division of Counselling Psychology Annual Conference 2013 in Cardiff. 
The third poster described my second research project on practitioners’ experience of trauma work 
with veterans.
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Abstract
This paper aims to provide a comprehensive review of the various psychotherapies that are 
available for PTSD and their efficacy, while working from the current NICE (2005) treatment 
guidelines. The guideline recommends trauma focused CBT and EMDR as first line treatment. The 
debates surrounding the notion of superiority of trauma focused CBT and EMDR are explored. In 
particular, the arbitrary classification of psychotherapies under trauma focused CBT and validity 
issues between psychological interventions and waiting list/control are considered. It is argued that 
together these factors undermine the conclusions made by NICE (2005). Moreover, when 
psychotherapies are reclassified to bona fide (intended to be therapeutic), evidence suggests that 
there does not appear to be any meaningful differences between various psychotherapies. A case is 
made for research using phenomenological approach towards working with CR-PTSD, which 
contextualise veterans’ subjective and idiosyncratic experience as the priority for psychological 
intervention for veterans.
Keywords: Post Traumatic Stress Disorder, NICE, psychotherapies, common factor
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Introduction
In the past 100 years alone, the UK has participated in as many as thirty-three wars and armed 
conflicts fought in Europe and the Far East (Black, 2006). Regardless of one’s political views on the 
necessity of war, likelihood is that the tragedy of war is set to continue as some of the more recent 
conflicts which ended in 2011, saw troops returning to civilian life. More troops are set to transition 
from military to civilian life as UK’s main military base in Afghanistan is on schedule to be closed 
by end of December 2014 (MOD, 2014). It may be the case that soldiers return more reflective and 
derive optimism from having survived the unthinkable. Some others may only display signs of 
psychological distress years after their return (Brook, 2010) while some have been exhausted of 
strength to fight the pervasive demons of war and choose to end their lives (Thomas, 2004; Kane, 
2012). The incapacitating psychological consequences of war on military veterans have been subject 
to extensive research and writings. In particular, growing attention has been given to Combat-Related 
Posttraumatic Stress Disorder (CR-PTSD) as its immense costs to the veterans, their families, the 
society and the economy have been a cause for concern (Committee on Veterans’ Compensation for 
Posttraumatic Stress Disorder, 2007; Richardson, Frueh and Aciemo, 2010). Issues such as 
homelessness (Randall and Brown, 1994), costs of intensive interventions are cited economic 
considerations (McCrone, Knapp and Cawkill, 2003).
In light of this, this literature review aims to provide a comprehensive review of the various 
psychotherapies that are available, working from the current treatment protocols by NICE (NICE 
2005). The debates surrounding the notion of superiority of trauma focused CBT are explored. They 
primarily converge to suggest that there appears to be no difference between various psychotherapies 
(Wampold et al, 2010). Therefore a phenomenological approach, which places the veterans’ 
subjective and idiosyncratic experience, should be the priority of psychological intervention for 
veterans. This involves integration of psychological models and therapies with an in-depth 
knowledge of military affairs to address the complex mental health needs of these veterans.
Combat Related- Post Traumatic Stress Disorder
Historical Contextualisation o f CR-PTSD
CR-PTSD has been on a long path to be recognized as a legitimate psychological consequence of 
veterans’ exposure to the traumatic events of war zones. During the First World War, soldiers who 
displayed disturbing behaviours in the absence of physical injuries were thought to be finding ‘an
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excuse to evading one’s duty’ (Brook, 2010, p 8) and could be executed for cowardice (Brook, 2010; 
Joseph, Williams and Yule, 1998). Advancement in clinical observation, research and practice have 
increased our understanding of combat related posttraumatic stress. It has been known by different 
names such as nervous shock, traumatic neurosis, shell shock, war neurosis, combat exhaustion, 
flight fatigue and operational fatigue (Scott and Stradling, 1995; Joseph, Williams and Yule, 1998). It 
was the recognition of long-standing psychological problems in veterans from the Vietnam War that 
brought about the recognition of post-traumatic stress disorder (PTSD) and incorporated it into the 
DSM-III (Sher, Braquehais and Casas, 2012; NICE 2005). However, although CR-PTSD has gained 
wider recognition, it has yet to be offered an official clinical recognition for specificity in its 
treatment. Therefore much of the psychotherapies and literatures available are based around general 
PTSD despite evidence suggesting that trauma processing for veterans is different than for civilians 
(Sher and Yehuda, 2011).
What is PTSD?
PTSD is an aggravated response by individuals to traumatic events which are not within human’s 
normal range of experience. DSM-IV-TR outlines that ‘traumatic stressors usually involve perceived 
threat to life (either one’s own life or that of another person) or physical integrity, (and the person’s 
reaction may involve) intense fear, helplessness or horror’ (NICE, 2005 p 5). It could also be 
developed in witnesses, perpetrators and those who help PTSD sufferers. PTSD is classified as acute 
(symptoms last less than three months), chronic (symptoms last for three months or more) or delayed 
onset (symptoms appearing six months after the traumatic event). NICE (2005) reported that the term 
PTSD sufferer was the preferred term according to a survey conducted on the patients.
Psychological Therapies
The literature on psychotherapies for treatment in PTSD is a complicated one. On the one hand, 
trauma focused CBT/ psychotherapies appears to have a well-established evidence base (Bisson and 
Andrew, 2007) and is widely implemented as the favoured treatment by official guidelines such as 
NICE (2005) and VA/DoD (2010). On the other hand, some authors (Wampold et al, 2010) have 
expressed strong doubts over the superiority of trauma focused over non-trauma focused 
psychotherapies by criticising the arbitrary classification of psychotherapies in studies. In fact, 
Wampold et al (2010) concluded that
Indeed until such time that there is sufficient evidence to conclude that one 
particular treatment for PTSD is superior to others or that some well defined
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ingredient is crucial to successful treatments of PTSD, it is not consistent with 
the research evidence to privilege some treatments over others, (p 932)
If this statement holds true, this suggests that practitioners adhering to NICE (2005) guidelines may 
need to revise their practice. With this in mind, I will consider the efficacies of psychotherapies in 
NICE (2005) with a critical focus on Wampold et al (2010) as well as other reviews and meta­
analyses (where possible instead of individual studies). The rationale behind a focus on the current 
treatment protocol is to contextualise this literature review within current affairs.
Mainstream Psychological Treatment
Trauma focused psychotherapies draw from cognitive and behavioural approach and usually involves 
three main components a) exposure-based techniques namely in-vivo exposure where individuals 
immerse themselves in a traumatic situation and/or imaginai exposure where individuals are required 
to recall traumatic memories within a therapeutic setting and/or narrative exposure where individuals 
are required to write extensively on their traumatic memories. Examples include Prolonged Exposure 
(PE), Narrative Therapy, Virtual Reality (VR) and Brief Eclectic Psychotherapy (BEP). However, 
most are based on b) cognitive techniques such as identifying and challenging automatic thoughts and 
beliefs that are connected to the traumatic incident (s) leading to impaired social functioning and 
talking/ discussing about the traumatic event such as Cognitive Processing Therapy (CPT) and 
Cognitive Behavioural Therapy (CBT). These typically also include c) stress management 
techniques that teaches individuals a set of skills such as relaxation, breathing, positive thinking, 
assertiveness and thought stopping to manage their stress and anxiety acquired in relation to the 
traumatic memories. As in for instance. Stress Inoculation Training and other various forms used in 
Randomised Controlled Trials (RCT). Eye Movement Desensitisation and Reprocessing (EMDR) 
involves imaginai exposure to and cognitive processing of traumatic memories aided by alternating 
eye movements and/or finger tracking (NICE, 2005; Sharpless and Barber, 2011). Together, these 
psychotherapies form the first line of treatment for PTSD (NICE, 2005).
Non-trauma focused psychotherapies are made up of treatments such as psychodynamic therapies, 
hypnotherapy, supportive therapy/ non directive counselling. Dialectical Behavioural Therapy (DBT) 
and Interpersonal Psychotherapy (IPT).
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Current treatment guidelines
The current treatment guideline developed by NICE (2005) constitutes practitioners’ primary 
reference in this area of mental health. This guideline was formed based on extensive search and 
review of studies carried out in this area. Therefore in effect, it is large-scale systematic review 
carried out to determine the efficacy of psychotherapies for PTSD.
The guideline’s authors combined the various trauma focused psychotherapies under the categories 
of ‘trauma-focused CBT’ and compared them against EMDR, ‘stress management and relaxation’ 
(shortened to stress management) and ‘other therapies’ (psychodynamic, hypnotherapy, supportive 
therapy and non-directive counselling). Brief history of each treatment was offered (p 52-56). The 
studies selected for this comparison were all RCT and the interventions did not occur less than 3 
months after the trauma to control (if intervention was made less than 3 months after the trauma, that 
would be considered as early intervention which is a separate from chronic PTSD which is the focus 
of evaluation here). Completer analyses (participants who completed the study), were considered for 
self report (list of self report measures^), whereas clinician-rated PTSD symptoms and intention-to- 
treat analyses (includes all participant recruited) were considered to ascertain the number of people 
still suffering from PTSD and the percentage of people who did not complete treatment. Together 
these factors were used to form an overall estimate for treatment effectiveness.
Each group (trauma focused CBT, EMDR, stress management and relaxation and other therapies) 
was compared against waiting list/ usual care and against each other. Twenty-four studies were 
identified for comparison between trauma focused CBT and waiting list or other psychological 
intervention.
z. Psychological intervention vs waiting list control
In comparison against waiting list, a difference in effect size (SMD^) of -0.8 or less (ie. A larger 
negative number) would be considered clinically meaningful (larger effect size), and for dichotomous 
outcome (PTSD diagnosis and leaving the study early for any reason), a relative risk of 0.65 or less
 ^ Self report measures includes: Chart- Adult PTSD Self-Report Measures, DTS (Davidson Trauma Scales), DEQ (Distressing Events 
Questionnaires), lES-R (Impact o f Event Scale- Revised), LASC (Los Angeles Symptom Checklist), M-PTSD (Mississippi Scale for 
Combat-Related PTSD), MPSS-SR (Modified PTSD Symptom Scale), Penn Inventory (Penn Inventory for Posttraumatic Stress Disorder), 
PDS (Posttraumatic Diagnostic Scale), PCL (PTSD Checklist), SPTSS (Screen for Posttraumatic Stress Symptoms), TSC-40 (Trauma 
Symptom Checklist- 40), TSI (Trauma Symptom Inventory). (National Center for PTSD, 2010)
6 Standardised Mean Difference (SMD) is used in meta-analyses to report outcome when all studies measured it using different 
psychometric scales. To convert all outcomes to the same scale. A negative SMD indicates a low er endpoint score in the 
experimental group compared to the control group.
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and/or 1.54 or more would be considered meaningful. Negative effect sizes or relative risk numbers 
less than 1 represented an effect that favoured treatment against waiting list control. These values are 
considered clinically meaningful if they meet the threshold criterion and if the 95% confidence 
interval (Cl) is greater than threshold. A treatment will be considered clinically inconclusive if the 
SMD and relative risk meet the threshold criterion. (To get a better picture of the statistical figures 
presented below please refer to Appendix 15a of NICE 2005) (Bisson et al, 2007).
Sixteen out of the twenty four studies provided are evidence supporting trauma-focused CBT over 
waiting list on reducing likelihood of PTSD diagnosis after treatment (n= 716, RR= 0.47, 95% Cl 
0.37 to 0.59), reducing severity of PTSD symptoms (self report measures) (n= 388, SMD= - 1.7, 95% 
Cl -2.21 to -1.18), reducing severity of PTSD symptoms (clinician-rated measures) (n= 609, SMD= - 
1.36, 95% Cl -1.88 to -0.84). Overall, it appears that there is good sample size and evidence for the 
efficacy of trauma-focused CBT over waiting list control.
To ascertain the psychotherapies involved in trauma focused CBT (2005), Appendix 16 (NICE, 
2005) was consulted. The rationale provided in this classification was ‘whether the treatment mainly 
focused on the trauma memory and its meaning’ (NICE, 2005: 54). The treatments included are 
trauma desensitisation, CBT involving learning skills and exposure, CBT, PE, SIT, PE and SIT, BEP, 
Implosive flooding, CBT targeting sleep disturbance and insomnia Cognitive restructuring and 
exposure. Image Habituation Training, CPT, Cognitive Therapy, Neuro-feedback training and 
Imaginai Flooding Therapy. As shown, there is a huge array of psychological techniques or 
psychotherapy contained in this group.
Exposure techniques have been considered as the fundamental ingredient of trauma focused 
psychotherapies (VA/DoD, 2010). Recently, Powers, Halpem, Ferenchak, Gilihan and Foa (2010) 
conducted an extensive review on Prolonged Exposure (PE). All published RCTs (13 studies, n = 
675) were included in this meta analysis. Treatments are considered PE if they include both imaginai 
and in vivo exposure and if Foa, Rothbaum, Riggs and Murdock (1991)’s manual was used. A 
preliminary analysis showed large effect size for PE for primary (PTSD symptom severity) (g= 1.08) 
and secondary (general distress) outcome measures (g= 0.77) and at follow up, medium effect size 
was reported for primary (g = 0.68) and secondary (g= 0.41) outcomes. However, there were no 
significant differences found between PE and other treatments (CPT, EMDR, CT and SIT), that 
involve lower degree of exposure.
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Moreover, a review by Shalev, Bonne and Eth (1996) has expressed that caution needs to be 
exercised when using in-vivo exposure. For example, in one of the studies reviewed by Solomon et al 
(1992), patients were required to stay for 4 weeks in tents, wearing uniforms, handling weapons and 
be involved in hand to hand combat. At post treatment and follow up, the patients displayed 
considerable deterioration in PTSD symptoms. Together, these data suggest that exposure is either 
not fundamental ingredient or a sufficient ingredient or one that has to be done carefully or perhaps 
the individual does not require exposure therapy.
Some of the other psychotherapy, which is deeply rooted in psychological principles, manualised and 
with its own evidence base, is BEP. For example in a study by (Gersons, Carlier, Lamberts and Kolk 
, 2000) 42 police officers diagnosed with PTSD was randomly assigned to treatment group and 20 to 
wait-list control. At post treatment and at follow up, there were significant efficacy for all three 
clusters of PTSD (post treatment: p< 0.01, follow up: p<0.01) and return to work (86% treatment 
group vs 60% waiting list). These findings concur with Lindauer et al (2005) comparing BEP (n =7) 
to waitlist (n =11) on patients diagnosed with PTSD. There was a significant (p <0.01) reduction in 
PTSD symptoms post treatment compared to waiting list.
Eleven studies were incorporated for comparison between EMDR and waiting list. There is evidence 
favouring EMDR on reducing the severity of PTSD symptoms (clinician rated measure) (n=122, 
SMD= -1.54, 95% Cl -1.96 to -1.12), on reducing depression symptoms (n=120, SMD= -1.67, 95% 
CI-2.1 to -1.25. There is limited evidence favouring EMDR over waiting list on reducing likelihood 
of having a PTSD diagnosis after treatment (n=169) and also on reducing severity of PTSD 
symptoms (self-report measures) (n=116, SMD = -1.1, 95% Cl -2.42 to 0.23). Overall, it appears that 
evidence for EMDR over waiting list is weaker in comparison to trauma-focused CBT.
Seven studies compared stress management with waiting list. There is limited evidence on reducing 
the likelihood of having PTSD diagnosis after treatment (n= 121, 121, RR = 0.64, 95% Cl 0.47 to 
0.87), on reducing the severity of PTSD symptoms (clinician-rated measures) (n= 86), SMD = -1.14, 
95% Cl -1.62 to -0.67). The evidence is inconclusive on reducing severity of PTSD symptoms (self 
report measures) (n =24, SMD= 0.33, 95% Cl -0.47 to 1.14). The evidence does not appear to support 
stress management as a psychological intervention for PTSD. Logically, this is sound, as stress 
management on its own would not be able to support and improve the complexity of symptoms 
presented in PTSD.
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Six studies compared other therapies with waiting list. The evidence is inconclusive on almost all of 
the measures; on reducing the likelihood of having PTSD diagnosis after treatment (n= 85, RR= - 
0.79, 95% Cl 0.53 to 1.18), on reducing the severity of PTSD symptoms (self report measures) 
(n=132, SMD= -0.61, 95% Cl -0.98 to -0.24), and on reducing the severity of PTSD symptoms 
(clinician-rated measures) (n=72, SMD= -0.43, 95% Cl -0.9 to 0.04). It appears that the meta­
analyses conducted could not determine whether other therapies are efficacious against waiting list.
It is interesting to note that there is a larger number of studies carried out in the trauma focused CBT 
group compared to stress management or other therapies group. Perhaps, the larger amount of studies 
in CBT is due to its ties to the prevalent medical model, which confers an immediate elevated status 
to evidence based practice (Elkins, 2007a; Elkins, 2007b). A reason for the high level of efficacy 
shown in trauma focused CBT could be an effect of researcher allegiance. This was demonstrated in 
a study by Luborsky et al (1999) where they found that almost 70% of the variability in effect size of 
studies on psychotherapies was due to allegiance.
a. Intervention vs intervention
Lower threshold of SMD was implemented in the interpretation of results for comparison between 
treatments ie. -0.5 or +0.5 for continuous variables suggesting a medium effect size. For dichotomous 
outcomes, a relative risk of less than 0.8 or more than 1.25 was considered elinically meaningful. 
(Bisson et al, 2007).
NICE review reports limited evidence favouring trauma-focused CBT over stress management on 
reducing the likelihood of a PTSD diagnosis post treatment (n= 284, RR= 0.78, 95% Cl 0.61 to 0.99). 
Whereas the evidence is inconclusive on reducing the severity of PTSD symptoms (self- report 
measures) (n=176, SMD= -1.18, 95% Cl -2.32 to -0.03) and on reducing the likelihood of leaving 
treatment early (n= 284, RR= 1.17, 95% Cl 0.69 to 2).
Also, there is limited evidence favouring trauma-focused CBT over other therapies on reducing the 
likelihood of PTSD diagnosis after treatment (n= 286, RR= 0.71, 95% Cl 0.56 to 0.89) and on 
reducing the severity of PTSD symptoms (self report measures) (n= 176, SMD= -1.18, 95% Cl -2.32 
to -0.03). The evidence is inconclusive on redueing likelihood of leaving treatment (n=290, RR= 
1.14, 95% Cl 0.68 to 1.9). Overall, it seems like there is some evidenee suggesting trauma-focused 
CBT being superior on one criterion, however it is uncertain whether this evidence is conclusive 
considering that there were only six studies in the other therapies group. Of the RCTs from the other 
therapies group, psychodynamic therapy and hypnotherapy came fi*om the same study (Brom, Kieber
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and Defares, 1989) which found that hypnotherapy and psychodynamic therapy are comparable to 
trauma desensitisation therapy.
The evidence is inconclusive to determine if there is clinically difference between trauma focused 
CBT and EMDR on reducing the likelihood of having a PTSD diagnosis post treatment (n= 220, RR= 
1.03, 95% Cl 0.64 to 1.66), on reducing the severity of PTSD symptoms (self report), (n= 166, 
SMD= -0.31, 95% Cl -0.62 to 0), and on reducing the likelihood of leaving treatment early for any 
reason (n= 240, RR= 0.83, 95% Cl 0.54 to 1.27). Direct comparison between these two treatments 
did not yield any conclusive results to suggest superiority of one over the other.
The evidence is inconclusive between EMDR and stress management therapies on reducing the 
severity of PTSD symptoms (self report measures) (n= 75, SMD= -0.4, 95% Cl -0.86 to 0.06) and on 
reducing the likelihood of leaving treatment early for any reason (n =84), RR= 1.03, 95% Cl 0.37 to 
2.88). There is limited evidence favouring EMDR on reducing the likelihood of having a PTSD 
diagnosis post treatment (n=84, RR= 0.69, 95% Cl 0.46 to 1.04).
In line with this finding, in a large meta-analysis of 34 studies ranging from 1988 to 2000, Davidson 
and Parker (2001) focused on between-subjects designs (participants on some kind of treatment) and 
included only two within-subjects studies (pre to post treatment). They found statistically significant 
positive outcomes for comparison between EMDR and waiting list (p<0.01), non-exposure therapies 
(p<0.05) and statistically insignificant results for comparison to exposure therapies and CBT. Thus, it 
appears that EMDR demonstrates good outcome measures compared to non-exposure therapies but 
this is not the case in comparison to exposure based therapies and CBT. So, why was EMDR 
recommended as the first line treatment for PTSD? NICE (2005) wrote ‘direct comparisons between 
these two approaehes did not reveal any significant advantages for one over the other with respect to 
either treatment outcome or the speed of therapeutic change’. Moreover they justified this by writing 
‘similarly, studies comparing different versions of trauma-focused CBT did not find differences’ (p 
62). It appeared that EMDR was likened to the various psychotherapies within trauma focused CBT. 
If that is the case, why not include EMDR under the broad term trauma focused CBT? Furthermore, 
in sub analysis of 13 studies aimed at measuring the process (components of the therapy) in this case 
Eye movement (EM), the authors found that the omission of EMDR’s defining characteristic of EM 
and finger tracking does not significantly alter the outcome of therapy. Lohr, Hooke, Gist and Tolin 
(2003) in their chapter concluded that ‘comparisons with effective treatment or effective treatment 
components show the relative effects of EMDR to be weak or negligible’ (p.254).
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Dismantling studies that measure process may offer some insight into this. In a study on EMDR by 
Ost and Easton (2006), the authors presented the findings of various dismantling studies (Muris and 
Merckelback, 1999; Cusack and Spates, 1999) to argue that EM and reprocessing component within 
EMDR is redundant and the only component that leads to positive outeome is the desensitisation 
component and this is prevalent across other intervention and non-specific treatment effects. In a 
controlled study of 77 patients on Exposure and/or Cognitive Restructuring therapies, Marks, Lovell, 
Noshirvni, Livanou and Thrasher (1998) found no difference between both treatments with effect 
size increasing from 1 to 2 simultaneously fi*om pre-treatment to follow-up at 1 month, 3 months and 
6 months. Ost and Easton (2006) in their paper expressed strong disagreements in the presentation of 
EMDR as an equivalent treatment to CBT in the NICE guidelines, ‘we believe that it is inappropriate 
to recommend EMDR as there is no evidence that it is a unique or effective treatment’ (p 6).
For EMDR vs other therapies, there is limited evidence for EMDR over other therapies on reducing 
the likelihood of a PTSD diagnosis post treatment (n =67, rr = 0.4, 95% Cl 0.19 to 0.84), on reducing 
the severity of PTSD symptoms (self report) (n= 124, SMD = -0.84, 95% Cl -1.21 to -0.47) and on 
leaving the study for any reasons (rr = 1.48, 95% Cl 0.26 to 8.54). NICE (1005). Thus it is concluded 
that there is limited evidence for favouring EMDR over other therapies. However, referring to 
Appendix 15a where these results are presented, it appears that there are only two studies involved in 
this set of treatment analysis ie. Marcus (1997) where the study examined EMDR in comparison to 
standard care of psychotherapy, medication and/or group therapy (classified in Appendix 14 (NICE, 
2005) under heading of ‘intervention vs no intervention’) and Scheck, Schaeffer and Gillette (1998) 
where the study examined EMDR in comparison to active listening (classified in Appendix 14 
(NICE, 2005) under heading ‘psychological intervention vs psychological intervention’). There are 
several confounds in the eonclusion of limited evidence for EMDR as opposed to inconclusive. 
Firstly, there were only two studies cited here but EMDR is implemented as one of the first line 
treatment for PTSD. Secondly, the classification of Marcus (1997) under ‘intervention vs no 
intervention’in Appendix 14 (Nice, 2005) is eonfusing considering that this study is now used as 
evidence for EMDR vs other therapies. Moreover, this study was not used in the analysis of EMDR 
vs no intervention. This disparity in information between different sections of the NICE (2005) casts 
uncertainty on the cohesiveness of the guideline.
Comparison between trauma focused CBT and other therapies NICE (2005) found that there is 
limited evidence in favour of the former on redueing the likelihood of a PTSD diagnosis post
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treatment (n= 286, rr= 0.71, 95% Cl 0.56 to 0.89) and on reducing the severity of PTSD symptoms 
(self-report measures) (n=176, SMD = -1.18, 95% Cl -2.32 to -0.03). Moreover, it is undetermined 
whether participants leaving early is due to the difference between trauma focused CBT and other 
therapies (n -290, RR= 1.14, 95% Cl 0.68 to 1.9).
It is questionable whether the results obtained here is due to i. the averaging of results from many 
individuals from the same group (trauma focused CBT) and ii. Lumping together results from 
therapies with overlapping psychological principles. For example, a closer analysis of one of the 
studies used in trauma focused CBT V6' other therapies ie. Marks et al (1998). The controlled study 
involves 77 completers participants comparing cognitive restructuring (n=19) to exposure therapy 
(imaginai exposure and prolonged live exposure; n=23) to eognitive restrueturing and exposure 
therapy (n=24) to relaxation (n=21). In this study, the 3 experimental conditions, which are grouped 
together by this meta-analysis, accounted for 85% of the total participants. So the demonstrated 
efficacy may have been due to the large number of participants under ‘trauma focused CBT’ leading 
to a false positive (Type 1 error).
Furthermore, a eloser look on the studies involved in the analysis of this set (Appendix 16 in NICE, 
2005) reveals that a study by Neuner, Schauer, Klaschik, Karunaka and Elbert (2004) on Narrative 
Exposure Therapy (NET) was part of the results despite the authors having previously wrote ‘these 
(ie. Neuner 2004) could not be ineluded in the meta-analysis because treatment setting and method of 
delivery were too different from other studies. These studies are reviewed separately... ’ (p. 55). This 
disparity in information is once again confusing and makes one question the thoroughness of the 
guideline.
More recent psychotherapies
This is not to suggest that Narrative Exposure Therapy (NET) is not an efficacious treatment on its 
own especially with the emerging evidence since the publication of NICE (2005). NET (Neuner, 
Schauer, Roth and Elbert, 2002) is a manualised, short term therapy developed for work with 
organised violence in low income countries living in volatile situations, although it has recently been 
implemented in high income eountries for work with asylum seekers and refugees. It integrates 
components from CBT and Testimony Therapy (reeonstruction of autobiographic memory of the 
traumatic event). At the time of the publication of NICE in 2005, there was only one RCT examining 
efficacy of NET (Neuner et al, 2004). In this study, 43 Sudanese refugees were randomly assigned to 
either 4 sessions of NET, 4 sessions of supportive counselling or 1 session of psychoedueation. At 12
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month follow up, the effectiveness was measured based on number of PTSD criteria retained, NET 
(29% of participants), supportive counselling (79%) and psychoedueation (80%). A recent review by 
Robjant and Fazel (2010) paints a fuller pieture of its efficacy. The review included published 
studies, trials in low and middle income countries (six trials, four published), high income countries 
(four studies, two published). A summary was provided by them on each of the study, and fi*om 
those, they found that there is a significant reduction (no overall statistical figure was shown) in 
severity of PTSD symptoms which was sustained or improved at follow up and consistently low drop 
out rates although offered by lay counsellors. The narrative exposure part of the therapy has its 
secondary gain in that the written narratives have been used to attest for human rights and 
immigration purposes. From the review, it appears that NET is a viable addition to trauma focused 
psychotherapies. It is also espeeially relevant to combat veterans in a sense that the narratives written 
could aid the veterans in claiming for benefits or allow others to have a better insight into the unique 
experience of combat related PTSD.
Some of the other highly cited therapies (Sharpless and Barber, 2011; VA/DoD, 2010; Cukor, 
Spitalniek, Difede, Rizzo and Rothbaum, 2009) not included in the guideline are exposure therapy 
using virtual reality (VR), DBT and Interpersonal psychotherapy (IPT) and Couple therapy, to name 
a few. These psychotherapies are considered as emerging treatments for this field and have varying 
degrees of evidence for their efficacy. VR involves immersing veterans in a 3D environment with 
convincing stimuli in sound, smell and sight (Rizzo et al 2009). This therapy stemmed from reports 
of some clients being unwilling or unable to visualize the traumatic event which could be interpreted 
as avoidance in dealing with the issue. VR targets this natural avoidance in individuals and allows the 
practitioner to simulate a trauma-related situation yet at the same time retain control over the 
intensity of the event. A study by Rizzo et al (2009) where the ‘Virtual Iraq’ scenario was 
implemented in a open clinical trial in at least 19 military sites with positive outcomes. In one of the 
sites, out of the twenty patients treated with VR, sixteen no longer meet the criteria for DSM-IV’s 
PTSD post treatment. However, the high cost of VR systems could deter widespread implementation 
(Sharpless and Barber, 2011). DBT (Linehan 1993) was originally developed for individuals 
diagnosed with Borderline Personality Disorder and has recently been modified for use with PTSD 
(Cukor et al, 2009). It combines mindfulness and CBT with particular emphasis on parasuicidal acts 
which interferes with therapy. DBT eould be particular relevant for the veteran community especially 
with the increasingly high suicidal rate of combat veterans which has doubled between 2001 to 2006 
while remaining flat among civilians (Thompson, 2010). However, no studies have been conducted 
to date with combat veterans (Sharpless and Barber, 2011). IPT is a psychosocial treatment, which
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draws from attachment and social support theories. It is aimed at reintegrating and improving PTSD 
sufferers’ social functioning capabilities. In a study by Weissman, Markowitz and Klerman (2007) 
examining the efficaey of IPT, they found that CAPS seore fell significantly (p <0.0001) from 66.3 
(severe PTSD) to 23.5. The same authors are currently conducting an RCT to test the efficacy of IPT 
in comparison with PE and Relaxation Therapy to offer more conclusive evidence. Couple therapy is 
another psychosocial therapy aimed at improving the disrupted social network of those affected by 
PTSD. Sherman, Zanotti and Jones (2005) put forward a persuasive case for its implementation with 
combat veterans. They proposed a framework for working with each of the three symptoms clusters 
of PTSD and exemplified this through a case study which saw the couple reconnecting and 
supporting each other through a mutual understanding of the consequences of PTSD. Overall, it 
appears that there is a wave of emerging psychotherapies for PTSD, which appears to be moving 
away from a focus on exposure techniques offering sufferers an alternative treatment as well as 
taking into account the wider faetors involved in PTSD.
Similarities and Disparities between Guidelines
Overall, NICE (2005) appears to be an outcome measure systematic review (dismantling studies were 
not considered) and concluded that ‘All PTSD sufferers should be offered a course of trauma-focused 
psychological treatment (trauma-focused CBT or EMDR)’ (NICE, 2005: 63) and ‘for PTSD suffers 
who have no or limited improvement with a specific trauma-focused psychological treatment, 
healthcare professionals should consider the following options: an alternative form of trauma-focused 
psychological treatment and the augmentation of trauma-focused psychological treatment with a 
course of pharmacological treatment’ (NICE, 2005:64). It appears that all psychotherapies under 
‘other therapies’ are deemed as inefficaeious and if sufferers request, ‘they should be informed that 
as yet no convincing evidence for a clinically important effect of these treatments on PTSD’ (NICE, 
2005, 64). However, there are novel psychosocial therapies that have the potential to be effective 
treatments.
In comparison, VA/DoD (2010), the treatment guidelines for practitioners in the US, offers up to date 
review of the literature on treatment recommendations specifically for combat veteran. This treatment 
guideline/ meta analysis considered various psychotherapies differently and specific psychotherapies 
for best practice were recommended. In addition to strongly recommending evidence based trauma- 
focused cognitive, exposure and stress management therapy or EMDR. VA/DoD also wrote that 
‘Brief Psychodynamic Therapy can be considered for patients with PTSD. Hypnotic Techniques can 
be considered, especially for symptoms associated with PTSD, such as pain, anxiety, dissociation,
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and nightmares, for which hypnosis has been successfully used’ (VA/DoD, 2010: 117-118). It is 
uncertain whether the slight difference in treatment recommendation was due to the publication year 
of the treatment guidelines; 2005 for NICE and 2010 for VA/DoD. A closer look showed that in the 
evidence in favour of psychodynamic therapy, two out of three were conducted before 2005 ie. Brom 
et al, 1989; Gersons, et al, 2000 and Lindauer et al, 2005. On further investigation it appears that 
Gerson et al (2000) was a study comparing BEP to wait list control and has been categorised under 
‘Psychodynamic Therapy’ although they acknowledge the exposure techniques involved in BEP. 
Whereas in NICE (2005), BEP, was considered under ‘trauma focused CBT’ instead of ‘other 
therapies’ where psychodynamic therapy would fall into.
This seems to suggest that issues around classification could have resulted in the difference in 
treatment recommendation. This is concurrent with Wampold et al (2010) where’ the operational 
definition developed by NICE... obscures our understanding of what words for PTSD treatment’ (p 
928). These debates around the various conceptualisations of psychotherapies for PTSD will be 
addressed in the section below. Despite the inconsistencies in classification, the two guidelines points 
towards the superiority of trauma focused psychotherapies for PTSD (including CR-PTSD). 
Moreover, since 2005 when the NICE guideline was published, there has been a tremendous increase 
in the number of studies done on PTSD for combat veterans in particular and incorporating these may 
offer a more complete picture of the field.
Conceptual debates
What is Trauma focused CBT/ Psychotherapies
‘The relevant eonsideration for the classification was whether the treatment mainly focused on the 
trauiha memory and its meaning’ (NICE, 2005: 54). This shed some light on the rationale for BEP 
being included under trauma focused CBT in NICE (2005) rather than psychodynamic as the therapy 
focuses on the trauma. It may be true that all therapies included in that classification had a focus on 
trauma memory. However, Wampold et al (2010) questioned the inclusion of a brainwave treatment 
(Neurofeedback) study by Peniston and Kulkosky (1991). The ‘psyehotherapy’ involved affixing 
eleetrodes to the combat veterans and they were asked to visualise traumatie ineidents while 
maintaining a calm emotional state. The brainwave training was significantly effective (p<0.05) in 
reducing combat related PTSD symptoms compared to a Traditional Medical Control group 
(psychotropic medication and combined individual and group therapy). Wampold et al (2010) put 
forward the notion that there was no unpacking or talking about the traumatic incident other than 
exposure techniques and questioned its relevance to the client’s interest.
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Additionally in NICE (2005), trauma focused psychotherapies was categorised and collectively 
known under the umbrella term ‘trauma-focused CBT’. The authors argued that ‘there are 
considerable overlaps in the proposed mechanisms underlying the effectiveness of the various 
versions of trauma-focused CBT treatment’ (p 54). Therefore various treatments like exposure-based 
therapies are categorised under this broad term. The usage of the term ‘trauma focused CBT’ is 
puzzling me here. This confusion was compounded further when the authors wrote ‘nearly all trauma 
focused CBT that include cognitive therapy use...’ (p 54). Is it not the case that all CBT would 
contain cognitive therapy? It would make sense to say that ‘nearly all trauma focused 
psychotherapies that include cognitive therapy use...’. Of particular relevance, Mollon (2009) 
commented, ‘the rich and diverse discourse of over a century of psychotherapy is foreclosed. Instead 
we have the repetitive drone of CBT CBT CBT’ (pi 6), ‘thus (it) becomes very difficult to know what 
is meant by terms such as CBT... since these are continually evolving and vary greatly amongst 
practitioners’ (p 21) and ‘the form of CBT prescribed is often a far cry from the cognitive therapy 
originally developed by the psychoanalyst, Aaron Beck’ (p 16). Furthermore, SIT is included under 
the trauma-focused CBT if they are delivered in conjunction with PE, but if they are delivered on 
their own, it is classified under ‘stress management’ treatment (p 54). However, this is in 
contradiction of their earlier statement of ‘the considerable overlaps’ when they wrote ‘there is some 
overlap in treatment techniques between treatment techniques between trauma-focused CBT and 
stress management... In trauma focused CBT, patients with PTSD sometimes receive training in 
stress management... Similarly, the Stress Inoculation Training programme tested in the studies by 
Foa et al (1991, 1999) studies involved discussion of the meaning of the traumatic event in the later 
sessions, overlapping with the cognitive elements of trauma-focused CBT’. So, if this is the case, 
why is SIT classified under ‘Stress management’? Linking all these back to ‘the relevant 
consideration for classifieation was whether or not the treatment mainly focused on the trauma 
memory and its meaning’ (NICE, 2005: 54), surely SIT even delivered on its own examines 
traumatic memories and its meaning.
Also, these psychotherapies from the cognitive, behavioural and exposure categories are developed 
separately from each other. But even on their own, they eaeh appear to comprise elements of 
cognitive processing, exposure and/or relaxation. Furthermore, BEP combines cognitive-behavioural 
elements with psychodynamic approach (usually classified under other therapies) as illustrated by 
(Gersons, Carlier, Lamberts and Kolk, 2000: 4); ‘key figures in their lives are discussed in a focused 
psychodynamie approach’. The overlap in techniques and arbitrary clustering of psychotherapies by
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researchers and authors have been evident in the literature and is apparent from the differenee in 
treatment recommendation for NICE (2005) and VA/DoD (2010) which was presented earlier. So 
which of these psychotherapies would a practitioner use? What form of exposure therapy? What form 
of cognitive therapy? In what kind of combination? The difference between these treatments is 
obscure. A general conclusion from NICE (2005) that trauma-focused CBT is the best evidence 
based practice for PTSD appears facile.
Wampold et al (2010) presented a case against the classification of trauma focused and non trauma 
focused psychotherapies. Instead, they proposed distinguishing between bona fide treatments and non 
bona fide treatments, which encompass the common factors (all psychotherapies have a common 
factor) to measure the relative efficacy between various therapies. They expanded on the work of 
Frank and Frank (1991), which explored the role of positive expectations instilled in clients by 
practitioners. Thus, bona fide treatment is
Those who have ingredients common to all legitimate psychotherapies, 
including cogent rationale for the disorder being treated, a treatment based on 
psychologieal principles, therapeutic actions consistent with the rationale, and 
aetive collaborative participation of both patient and therapist, (p 924).
Thus, their selection criteria for studies to include in a meta analysis (Wampold et al, 2010) consists 
of: 1.Trials that directly compared treatments; 2. Treatments are not placed into classes to be 
examined to avoid confounds; 3. Treatment outcome measures were aggregated; 4. Only legitimate 
bona fide treatments were included. Therefore accordingly, SIT, psychodynamic and hypnotherapy 
would be considered as bona fide treatments rather than classified as other therapies in NICE (2005).
Evaluation of RCTs as valid evidence for psychotherapies’ efficacies
Evidence based practice is strongly advocated within the health profession (NICE, 2005) to ensure 
that the best treatments are delivered to individuals and that economic funds are spent wisely. 
Moreover, the ‘gold standard’ of Randomised Controlled Trials (RCT) as evidence-based practice 
has ereated a trend of endorsing those treatments that can be reduced to variables and statistically 
tested to determine specific ingredients (techniques) at work. The suitability of this method in 
counselling psychology research has been challenged as it ignores the context in which individuals’ 
experience is located (Messer and Wampold, 2002). Despite its various merits in providing a 
platform that assures practitioners that there is a best treatment available, rigorous application of RCT
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could downplay the complex dynamics involved in human interaction. With this in mind, questions 
of external validity (the generalizability of the results to the subject area) and internal (whether the 
differences observed are due to the components of the psyehological intervention per se) and 
especially those that only compare psyehological intervention to waiting list/ control are fundamental 
to the evaluation of RCTs.
The problem of generalisability extends to studies using waiting list/ standard care controls. For 
instance in a study by Monson et al (2006) where a large RCT study of 60 veterans was conducted on 
the efficacy of CPT in comparison to waiting list. Results showed 40% of the intention-to-treat 
sample did not meet the criteria for a PTSD diagnosis post treatment with large effect size across 
most of the different symptom reductions for CPT. The results may show the effieaey of CPT and 
one is left with the notion that this is a treatment that is more effective than none, but it is not 
applicable to comparison with other PTSD psyehotherapies. These studies, which can be used to 
ensure that the commonalities between psyehotherapies (Wampold et al, 2010) are ruled out to prove 
the effectiveness techniques but they may result in ‘proscriptions that create conditions that have 
little resemblance to anything therapists would offer to patients’ (Wampold et al, 2010: 924). 
Furthermore, the efficacy shown in such studies could be attributed to non-specific treatment effects 
such as positive client expectancies (Frank and Frank, 1991) leading to scepticisms of internal 
validity.
One of the critical evaluations of internal validity is the use of waiting list control. Could the positive 
outcome shown in treatment against waiting list be a function of passing time? In that, the wait is 
detrimental rather than the psychological intervention being beneficial. A study by Elliot and Brown 
(2002) analysed intervention effectiveness via waiting list control rather than experimental group. 
Four separate large-scale studies on a one-day stress management workshop were conducted. No 
significant difference was shown for waiting list control. Although this study did not show any 
significant difference between waiting list control and intervention, it could serve as an example to 
measure effects of waiting list which could provide a better idea on the extent of psyehotherapies’ 
efficacies.
Wampold et al (2010) attempted to eliminate these issues of validity by measuring relative efficacy. 
They defined relative efficaey as ‘a term that refers to the comparative effectiveness of two 
established interventions that have been offered as a treatment for a particular problem’ (p 924). The 
relative efficacy is measured through direct comparisons of psychological interventions with the
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assumption that common factors are fundamental and therefore already controlled for. It was also 
proposed that direct comparison would rule out confounds such as ‘participant characteristics, 
outcome measures employed, treatment standardization, measure reactivity, blinding procedures, 
treatment length, severity of disorder and multiple unmeasured variables’ (p924). However, 
admittedly these factors could play out in direct comparisons too although the relative efficacy of 
interventions would be maintained as the focus for interpretation. NICE (2005) utilises both 
comparison against waiting list/standard care and against other interventions. However, the former is 
subjected to internal and external validity issues whereas the later is problematic in its classification.
Is there really a difference between the psyehotherapies?
Taking all the above discussion into account, it is highly questionable whether there is indeed any 
difference between the various psyehotherapies. Bona fide treatments which include reference to 
established psychological approach, collaboration between therapist and client/patient, rationale for 
treatment appears to fit most psyehotherapies. Additionally, studies that attempt to find differences 
between the trauma focused psyehotherapies, for example by Powers, Halpem, Ferenchak, Gilihan 
and Foa (2010) which examined PE against CPT, EMDR, CT and SIT found no significant difference 
(n= 262, g = 0.07, p= 0.69) between them. They admitted that ‘it may be the application of exposure 
routinely employed in all of these treatments is responsible for improvement’ (p 639) and ‘it is 
possible that these treatments work through separate mechanisms that are equally efficacious’ (p 
639). The later statement could be observed in a study by Grencavage and Norcross (1990) who 
combined 50 publieations in an attempt to identify the common factors across psyehotherapies. They 
found that the development of therapeutic alliance as the most frequent commonality where the 
teehniques are embedded in the delivery of psychotherapy and relationship. In a large study by 
Wampold (2001) on psychotherapy outcomes, he found that 87% of the variation is due to extra 
therapeutic factors such as characteristics of client and other attributes such as therapeutic alliance, 
therapist’s allegiance and enthusiasm for the model and only 1% is due to the technique itself.
In line with Benish, Imel and Wampold (2008), Powers et al (2010) and Wampold et al (2010), 
Sherman (1998) in a review of controlled elinical trials (n = 17, d= 0.54, r= 0.26^ for reducing PTSD 
symptoms against comparisons) on psyehotherapies for PTSD concluded that
’ Medium effect size
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All treatments share a primary aim to help the patient develop a realistic appraisal of 
the threat experienced during trauma. All treatments seek to help the patient 
overcome the cognitive and behavioural avoidance of internal cues and external 
reminded of the trauma. All treatments also seek to assist individuals to work 
mastery over their intrusive recollections. In one form or another, all treatments 
focus on Horowitz’ (1974) conceptualisation suggesting that the goal of 
psychotherapy is to help the patient work through the trauma experience through 
gradual re-exposure of the actual traumatic event and reinterpretation of its 
meaning. Thus while exposure-based techniques clearly have the greatest 
representation when reviewing the literature on controlled trials, many treatment 
modalities may have similar active therapeutic components (p 16).
With the overlaps between the various psychotherapies, perhaps a way to move forward is to employ 
a context dependent, idiosyncratic, pluralistic approach in treatment of PTSD. More so for combat 
veterans whose experience differs greatly from the civilian population especially because sufferers in 
this context could be victims as well as perpetrators of violence (Hendin and Haas, 1991).
Context dependant and Idiosyncratic approach to PTSD in military veterans
Converging the various elements raised till this point in this literature review, it appears that there is a 
great deal of confusion around the classification of trauma focused CBT/psychotherapy exemplified 
by the disparity and incohesion of NICE (2005). A one-size-fits-all approach common to the medical 
model (a specific set of drugs prescribed based on the physical symptoms displayed) must be applied 
with enormous caution in the field of mental health. This is observable in NICE (2005) where 
treatment guideline does not differentiate between the various population groups with PTSD and the 
clustering of various psychotherapies under ‘trauma focused CBT’ as first line treatment. This is 
problematic considering the power NICE’S recommendations have as illustrated by Mollon (2009), 
‘(NICE) has been given authority to determine what forms of psychological therapy should be 
provided within the NHS. Inevitably they also have implications for private practice... clients do read 
them and may complain if their treatment does not conform to that which is officially recommended 
as ‘evidence based” (p 9-10). One of the main criticisms by Mollon (2009) was the positioning of 
psychological health to the medical model which attempts to prescribe psychotherapy according to 
symptoms displayed rather than taking in the broader context of individuals’ life circumstances, 
developmental stages, social and familial relationships.
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Additionally, even within this group of people there are enormous individual differences that can 
play an important role in the experience, development and possibly the resolution of CR-PTSD. The 
subjective experience of individuals and society in relation to stigmatisation and economic 
consideration is examined in detail in the sister study of this project (the social construction of CR- 
PTSD). which is carried out concurrently by a colleague. These two studies complements each other 
to offer a full picture of CR-PTSD on the experience and treatments from the perspective of sufferers, 
their families and mental health professionals.
Conclusion
NICE (2005) recommends trauma focused CBT (exposure, cognitive and stress management 
techniques) and EMDR as the first line treatment for PTSD. This was supported by evidence from 
RCTs comparing interventions against other interventions or waiting list/ standard care. However, a 
closer look uncovered various inconsistencies within the guideline. Additionally, the literature paints 
a complex picture that casts uncertainty over NICE (2005)’s conclusion. The inclusion of selective 
therapies under trauma focused CBT has been called into question. Firstly, the results obtained in 
comparison to waiting list/standard care control have issues of internal and external validity. 
Secondly, the common therapeutic factors across all psychotherapies would have meant that 
psychodynamic and hypnotherapy would be included under trauma focused CBT too. Furthermore, it 
is uncertain whether new psychotherapies such as IPT, DBT and VR will be included as trauma 
focused CBT. Wampold et al (2010) proposed a classification of bona fide (intended to be 
therapeutic) vs non bona fide treatments to address this issue given that most psychotherapy involve 
components of exposure, cognitive restructuring and exploration of trauma memories and events. The 
effectiveness of techniques may vary, but how they are delivered is perhaps more crucial considering 
that according to the common factor approach, the most prominent commonality across all 
psychotherapies is the therapeutic relationship. Taking this, the various controversies in classification 
and Wampold et al’s (2010) and Sherman’s (1998) conclusion into account, it appears that instead of 
working from the medical model (identifying specific therapeutic ingredients), a pluralistic approach 
to work with combat veterans will offer the best experience to them. However, is this the case with 
those who are delivering and receiving the treatments? These questions will be explored in studies 
that are to follow this literature review.
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Appendix A- Reflections
Prior to immersing myself in the literature based around the consequences of war, I needed to gain 
perspective into the life of soldiers, to see what it means to be a soldier and of course this is 
experienced within reasonable circumstances. With this in mind, I visited the military museum in 
Aldershot where various situations faced by soldiers were re-enacted with mannequins and sets from 
military training, from being at the front line to living in bunkers. This visit allowed me to get a sense 
of the veiy different life led by soldiers -  regimental and ultimately a test on human endurance.
Following this, I read generally around the topic of combat stress to get a better idea of their 
experience in laymen, narrative terms rather than from the empirical literature. It was intriguing how 
different wars have different effects on individuals for example, the Falklands War was one that was 
engaged unexpectedly and against all odds UK won which boosted morale for civilians but for the 
soldiers it left a deep impression of what a close call looks like. Furthermore, it appears that soldiers 
and military personnel encounter different difficulties on different battle terrains. It was very 
interesting to learn of this diversity in experience. This consolidated my viewpoint of contextualising 
PTSD within the background of combat veterans.
I was aware that adding NICE guidelines to the review is adding a layer of complexity to the 
literature. However I felt that reviewing the psychological intervention while ignoring the current 
treatment guidelines would be taking the treatments out of context. Furthermore, being a pragmatic 
person, I would like the literature review to have a more practical approach, which could be applied 
to current affairs. It was also important for me to understand how the diagnosis of PTSD came about 
to put it into perspective. It was interesting to leam that it originated from combat veterans, and to see 
how much has advanced since psychological difficulties were written off as cowardice. I also noted 
that there was a gradual increase in the acknowledgement of the invisible wounds of war in the 
absence of physical injury. I felt that at this point, I gained a very sympathetic view of this field and 
side tracked; this was evident from the first draft of my literature review where I provided long 
descriptive experience of combat veterans and their difficulties rather than evaluating psychological 
therapies which was the focus of this literature review.
Reviewing the guideline has been a personal milestone. Previously, I felt that the NICE guideline is 
out of my league to be examined due to its official status, and so it should not be challenged. 
However, I felt that this had to be surmounted and perhaps I was able to do so because of my 
personal interest in the field. Also, perhaps due to where I am staying at the moment, I had the
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opportunity to speak to military personnel. This helped me to recognise them as individuals rather 
than a subject to be studied.
In the process of reviewing NICE, it was unsettling to notice the various inconsistencies within NICE 
The evidence reported by NICE as shown in this review was either limited or inconclusive but 
definite recommendations of psychotherapies could be made which was puzzling. The 
recommendations were not offered with individual circumstances in mind. Instead they were 
presented in a matter of fact way based on symptoms displayed, severity of symptoms and the 
resolution of symptoms. The comparison was made here to VA/DoD guidelines as I was impressed 
firstly by the dedication of a specific guideline to combat related post traumatic disorder and 
secondly, there appears to be more flexibility within the VA/DoD guideline for choice of 
psychotherapy to be employed by practitioners.
Work carried out by Wampold et al (2010) resonated with the way I would like to approach this 
topic. Stratification of psychotherapies and the classification of them under trauma focused CBT 
regardless of their psychological base did not settle very well with me. From personal experience at 
various jobs, clients who self referred often requested for CBT. The prevalence of this occurrence 
almost seems like CBT is the cure for all mental health issues. This intrigued me. There are many 
valid psychological approaches and I feel that it is more important to fit psychotherapies to 
individuals rather than the other way around ie. Pluralistic approach.
I found Sherman (1998)’s statement a revelation and it resonated deeply with me. In the course of 
being and developing a therapeutic relationship with clients, the traumatic events will inevitably be 
talked about and explored. This would happen in spite of the treatment modality.
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Abstract
A review of the literature (Ishaq Draghi-Lorenz and Brown, 2012) on psychological intervention 
for military veterans was carried out. NICE guidelines for PTSD was utilised as the main 
reference point to contextualise the research within current affairs. The review identified issues 
with NICE’S review of evidence around psychotherapies for PTSD. We also identified a need for 
research taking a phenomenological understanding towards the study of CR-PTSD and its therapy. 
Moreover, it is important to understand how practitioners work with veterans affected by PTSD to 
ascertain if the various issues mentioned in the review represent a theoretical discussion, which 
may be different in practice. Consequently, we formed three broad research questions that aims to 
understand what veterans presents in therapy other than PTSD or PTSD related symptoms, how 
practitioners work with these difficulties, and finally the influence current guidelines have on their 
therapeutic practice. A qualitative approach was selected to obtain descriptive understanding of 
practitioner’s work. Qualitative Content Analysis of the semi-structured interviews suggest that 
veterans who present with traumatic difficulties usually report other problems too such as alcohol 
and substance abuse as well as interpersonal and relationship issues. This presents a complex 
picture to work with which calls for a comprehensive and holistic approach. Practitioners spoke 
about the importance of being culturally sensitive in their therapeutic work. There was a general 
feeling that the current evidence based provided by NICE was insufficient. There is more evidence 
for therapies other than TF-CBT and EMDR and it seems that more options are needed. Also, 
there appears to be a lack of clarity about ‘TF-CBT’. These findings are discussed in relation to 
studies around military and civilian culture. This is linked with discussion with current policies 
and NICE. This study may be able to inform those who are planning to work with military 
veterans or highlight for current military practitioners the commonalities in their work. This study 
also identified and illustrated gaps in the current treatment policies such as paucity in therapeutic 
options especially for PTSD in veterans. It highlights the need for a more focused understanding 
which benefits can be observed in countries such as US and Australia where there are 
governmental departments for veterans.
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Practitioners' Understanding of Trauma Work with Military Veterans: A 
psychological, cultural and political understanding of PTSD
Introduction 
Background
Severe and enduring psychological problems have long been recognised as a legitimate 
consequence of veterans’ exposure to the traumatic events in war zones. It was this recognition in 
veterans from the Vietnam War, however, that brought about the term Post Traumatic Stress 
Disorder (PTSD) and their incorporation into the DSM-III (Sher, Braquehais and Casas, 2012). 
Although CR-PTSD has gained wider acknowledgement, it has yet to be offered an official 
recognition for specificity in its treatment in the UK. Therefore much of the psychotherapies and 
literatures available in this country are based around general PTSD, despite evidence suggesting 
that the consequences of warzone related traumatic difficulties comprise of specific 
characteristics. For instance, higher level of suicide rate in this population, possibly due to 
prolonged stays and increase in number of service tours in the war zones and the complex 
transition to civilian life upon return (Sher and Yehuda, 2011). This is further complicated by the 
prevalence of combat and survival guilt in military veterans affected by PTSD (Glover, Pelesky, 
Bruno and Sette, 1990). Furthermore, stigma of mental health problems presents as a barrier to 
help, which is exacerbated by the stages in deployment and stoic values taken on by veterans 
(Osorio, Jones, Fertout and Greenberg, 2012). Also, in comparison to PTSD in civilians, there 
appears to be significant heterogeneity of risk factors such as lack of education, childhood 
adversity, trauma severity and lack of social support (Brewin, Andrews and Valentine, 2000).
A review of the literature (Ishaq Draghi-Lorenz and Brown, 2012) was thus conducted to assess 
the psychological intervention that is currently available for work with military veterans. NICE 
guidelines (NICE, 2005) for PTSD was utilised as the main reference point to contextualise the 
research within current affairs. NICE recommends Trauma-Focused Cognitive Behavioural 
Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing (EMDR) as first line 
treatment, above alternatives such as stress management and relaxation therapies, psychodynamic 
therapies and hypnotherapy. Our literature review, identified several issues with NICE’S review of 
evidence.
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Firstly, the inclusion or exclusion of certain psychotherapies under the umbrella term TF-CBT 
seems somewhat arbitrary. There are approximately thirteen psychotherapies included under this 
classification. A closer look reveals some confusion and discrepancy around the inclusion criteria. 
For example. Stress Inoculation Training (SIT) is included under TF-CBT if it is delivered with 
Prolonged Exposure (PE), however when it is delivered on its own, it is categorised as stress 
management. On the other hand, the American guidelines for CR-PTSD by Department of 
Veterans Affairs and Department of Defence (VA/DoD) (2010) categorises psychotherapies 
according to therapeutic/psychological models. It also examines psychotherapies on its own for 
example, DBT and behavioural couples therapy. There appears to be some flexibility around 
recommendations, which are based on individuals’ presenting issues. For example, 
psychodynamic therapy can be considered for those with complex PTSD, presumably with index 
childhood trauma. It also addresses the subjectivity of a stressor or traumatic event by broadening 
criterion A of DSM-IV-R for PTSD to explicitly acknowledge the fear of anticipatory terrorist or 
combat activity (Creamer, Wade, Fletcher and Forbes, 2011). Since then, this has been included in 
DSM 5 (APA, 2013) as part of Criterion A.
Secondly, NICE addresses PTSD generally, with the risk that some of the specific needs of 
veterans may be left unacknowledged and unaddressed. Finally, since the publication of NICE 
(2005), several psychotherapies have been adapted or developed for PTSD such as Dialectical 
Behavioural Therapy (Linehan, 1993), Virtual Reality (Rizzo et al, 2009) and Couple Therapy 
(Sherman, Zanotti and Jones, 2005).
NICE is especially relevant here as soldiers are under the care of National Health Service once 
they are discharged from the Ministry of Defence (MoD). This has resulted in various issues in 
terms of continuity of care, where psychological difficulties reported whilst in the military were 
not followed up upon discharge (BBC, 2013). Moreover, initiatives have been taken with the 
development of 15 community-based services known as Department of Community Mental Health 
(DCMH), which involves a multidisciplinary team providing psychiatry and psychological care 
for soldiers, drawing from NICE guidelines for PTSD (NHS, 2013). Considering the power NICE 
recommendations hold in field of medical and social care (Mollon, 2009), it is pertinent to review 
and address its clinical implications by practitioners.
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Gaps in Literature
In our review we also concluded that there is a need for research taking a qualitative approach 
towards the study of CR-PTSD and its therapy. We felt that psychological interventions which 
contextualise veterans’ subjective and idiosyncratic experience are of priority. Moreover, it is 
important to understand how practitioners work with veterans affected by PTSD to ascertain if the 
various issues mentioned in the review and this study represent a theoretical discussion, which 
may be different in practice. Practitioners are the ones who puts theories and guidelines into 
practice, thus it is relevant to understand how these have an impact on their work. It is observed 
that current literature surrounding military work in the UK has mainly been quantitative and 
focused on the incidence rate of mental health problems, rather than their engagement in 
psychological therapy (Stack, 2013). There is a move towards understanding veterans’ subjective 
experience in therapy (Stack, 2013). However, a study that looks at practitioners’ experience of 
veterans in therapy whilst holding the NICE guidelines in mind is a subject that does not appear to 
have been broached.
Research Questions
For these reasons, this research aims to explore what practitioners perceive as helpful or unhelpful 
for veterans affected by PTSD while locating it within the context of clients’ presentation and 
current treatment guidelines. This forms the three broad research questions. Firstly, what do 
veterans typically present in their first session with the practitioners? Due to the nature of our 
research, we envisage that traumatic difficulties will be at the forefront of participants’ mind, but 
we are hoping to extend that understanding to other difficulties that veterans may present for 
therapy, for example, transitional issues. Secondly, the aspects of therapy that the practitioners 
feel are most useful in working with this client group, but also the role played by other possible 
sources of help or hindrance will be also considered. This includes considerations such as the 
military environment, the family, community and/or peers, religious or other spiritual practices. 
Finally, practitioners’ perception of NICE guidelines and their impact on their work will also be 
investigated.
By drawing from the answers to all these questions, our purpose is to gather a sense of how 
practitioners work with this client population. There may be individual differences that bring 
about a need for individually tailored interventions, and which may be factors that are specific to 
the work with this population.
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Method 
Participants
In order to reduce proliferation, we adhered to the principles of purposive sampling proposed by 
Miles and Huberman (1994). They suggested that random sampling might induce unintepretable 
saturation of data, thus a sampling frame is maintained to take into account the logic and 
coherence of social and professional setting processes. To this effect, we only included data from 
qualified practitioners who have worked therapeutically with veterans affected by PTSD or 
PTSD-like symptoms (for those who may not have gone through the mainstream route to seek 
therapy). This decision reflects the inclination to maintain focus and therefore allow for a more 
coherent understanding of practitioners’ experience. This is also to take into account the time limit 
and means of this research paper.
11 participants were recruited, of which, 8 were male and 3 were females. To contextualise the 
participants in this research. Table 1 displays a brief summary of the type of interview, sex, age, 
psychotherapeutic, military background (involved in combat) and settings. Participant 11 was 
excluded from the final analysis due to the reasons explained above. Miles and Huberman (1994) 
noted the complexity in samples choices and this could evolve as the study progresses, due to 
various considerations such as feasibility, relevance, enhanced representativeness, maximum 
variations and ethical constraints.
Ethical considerations
Proposal for this research was subjected to University of Surrey’s ethical review procedures as 
well as peer review. As questions asked were not of sensitive nature, it was anticipated that the 
interviews would not cause distress to participants.
Qualitative Content Analysis
To help the study answer these questions a qualitative research approach was adopted. The prime 
analytic task in this research is to ‘uncover and explicate ways in which people in particular 
settings come to understand, account for, take action and otherwise manage their day-to-day 
situation’ (Van Maanen, 1979: 540). That is, the approach that practitioners take in their 
therapeutic work, which may be influenced by clients’ presentations and the connection this 
approach has to the social and in this case, the political circumstances. A secondary objective is to 
aid the discovery of regularities and recognise commonalities and or differences from the
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descriptive accounts reported by individuals. It is to be noted, however, that interpretative or 
analytic stances are inevitable in the choices made of what appears salient to the research.
The method of data analysis was Qualitative Content Analysis (CA). Hsieh and Shannon (2005) 
proposed three distinct approaches to qualitative CA- Conventional, Directed and Summative. Of 
the three. Directed CA appears to best fit the remit of this research mentioned above, as it allows 
for the incorporation of researcher led observations and literature guided background. A content- 
analytic approach although restricted to descriptive counting could offer helpful understanding of 
complex phenomena as such. So, this methodology differs from other qualitative research 
methodologies, as it allows for extensive research questions that generates a large amount of 
information to be analysed for meaningful content. It also allows for a wider range of data 
collection methods to be carried out such as field notes, film, observations, conversations and 
newspapers reports (Miles and Huberman, 1994). It is compatible for this study, as we utilised 
written, face-to-face and phone interviews.
To collect the data for the study a semi structured interview design was selected. It was devised to 
encourage participants to reflect and evaluate creatively on what clients present in therapy aside 
trauma and with this in mind, to consider what could help them beyond specific or manualised 
therapeutic techniques (eg, TF-CBT) which may be influenced by current diagnostic criteria and 
treatment guidelines.
Interviews
The study was piloted with two written interviews (Appendix C) with an initial view to carry on 
with this method. These participants also received a consent form (Appendix D) and information 
sheet (Appendix B). This pilot was carried out to assess if the questions asked pertaining to the 
three research questions that we had, made relevant sense to the participants and if further revision 
was needed. 2 participants were recruited via this method. We found that, the written interviews 
returned useful data but despite best efforts to keep the questions as open as possible, we felt that 
participants were restricted in their answer as indicated in the lack of descriptive answers. On a 
similar note, we wondered if our interview schedule was too directive and compromised on 
encouraging creativity in participants. Nonetheless, these data were included in the final analysis 
as it provided useful data for our research questions.
To this effect, an interview schedule (Appendix E) was devised for phone and/or face-to-face 
interviews. In every case, verbal consent was sought. 9 participants were recruited via this method.
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All participants also received an information sheet briefly explaining the research and contact 
details of the researchers (Appendix F). This was to offer convenience for the participants and 
provide an opportunity for wider participation. . A brief introduction to the research was offered 
with an emphasis on taking a holistic view of the client, followed by some questions on 
background details and three broad questions of interest with probes derived from the literature 
and featured in the written interview: a) What do veterans typically present in the first session with 
the practitioner? (eg, relationship issues, feelings, medication); b) In their experience, what helps 
these individuals? (eg, inside, outside of therapy, personal experience); c) What are your thoughts 
around diagnostic criteria for PTSD and current treatment guidelines? (eg, NICE, is it 
representative).
All efforts were taken to ensure that participants’ confidentiality was maintained. All names and 
organisational settings were annonymised.
Table 1 -  Participants ’ Demographics
Participant Type o f Sex A ge Psychotherapeutic Background Military Therapeutic
N o Interview Background Setting
1 Phone M ale 48 M ental Health Nurse, CBT, Cognitive 
Processing, EM DR
Y es -  non  
combat
Private
2 Phone M ale 54 Neuro-linguistic Programming (NLP), 
Person centred, integrative
Y es Charity
3 Written M ale 56 Clinical Psychologist, Clinical Neuro 
psychologist. Eclectic, Cognitive 
Behavioural Psychotherapist, EMDR, 
Cognitive Analytic, Psychodynam ic, Briei 
Therapy
Y es Private
4 Face to 
Face
M ale 49 Art psychotherapist, group, 1:1 
Psychoanalyst
N o Brain Injury 
Charity
5 Written Female 45 Mental Health Nurse, Eclectic, EMDR, 
TF-CBT
N o Charity
6 Phone M ale 56 Counsellor, Counselling Psychologist in 
training. Person Centred, Eclectic
Y es Charity and 
Private
7 Phone Female 52 Counselling Psychologist, Cognitive 
Behavioural, EM DR, person centred, 
solution focused
N o Private
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8 Face to 
Face
M ale 42 Counselling Psychologist, Chartered 
individual and group psychotherapist. 
Gestalt
Y es- non 
combat
Prison 
Service and 
Charity
9 Phone M ale 44 N LP, counsellor Y es Charity
10 Face to 
Face
Female 45 Counselling Psychologist, TF-CBT N o Private
11 Phone M ale 60 Mental Health Advocate, Military Advoca N o  
Service
Charity
Analysis
Transcriptions from all the verbal interviews were content analysed, which involved progressive 
sorting of data. Firstly, each of the transcripts was read and re-read to achieve immersion by 
gaining a general impression of the participant and the flow of the conversation. Although the 
three focal questions were asked successively, due to its interrelatedness, participants may have 
talked about them in different parts of the interview. Secondly, a phrase (as opposed to a word or 
sentence) was determined as the unit of analysis to be counted. Thirdly, a list of categories was 
constructed deductively based on the literature. These categories are reflected upon and constantly 
compared to the text. Different categories could be added or modified to more accurately reflect 
the data. A preliminary list of categories was also checked for reliability with the research 
supervisor (see below for an inter rater reliability rate). Fourthly, adhering to the chosen unit of 
analysis, phrases were counted and assigned to the most relevant categories, bearing in mind that 
they may be applicable to more than one. Then, these categories were re-examined cross cases for 
commonalities. To aid this, codes for each category were counted and checked for support across 
interviews. While this does not quantify the analysis but it does offer the benefit of understanding 
information structure across data and to understand the magnitude of responses. This process 
allows for maximum variation of accounts. Finally, these emergent categories were clustered into 
meaningful domains (Miles and Huberman, 1994; Hsieh and Shannon, 2005; Berg, 2004). Thus, 
most categories and domains included in this study capture the main trend across data. A similar 
analytic process was utilised for the written interviews and were combined with data from the 
verbal interviews.
An inter-rater reliability of 0.86 was achieved between the researcher and the research supervisor, 
independently coding a randomly selected transcript. Ideally, and as Miles and Huberman (1994) 
suggest 0.9 is the best level of reliability to be achieved but this level was not quite reached here
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as to the conceptualisation of categories was not completely clear at the time of undertaking 
reliability procedure. Moreover, as indicated by the reliability level, the majority of the domains 
were upheld.
Results
Results are presented for each of the areas broached by the research questions. Despite being 
addressed separately, they are by nature not mutually exclusive. Findings from the domains and 
key categories in each domain are presented here. Many themes were mentioned by participants, 
however only those that were mentioned by four or more participants were reported here. 
Moreover, they were usually the themes that have higher frequencies. These are illustrated by 
verbatim quotes.
Research Question 1: What do veterans typically first present in the first session with the practitioner? 
Table 2- Domains, Categories and Frequencies
Domains
Frequencies Frequencies
n
N o o f  Categories
Participants
N o o f  
Participants
Psychological D ifficulties 100 10 Traumatic Symptoms 37 10
Characteristics o f  Trauma 22 7
D enial/ D issociation 13 4
Anxiety 13 3
Transitional Issues 36 5 Military to Civilian Values 30 5
Civilian to Military Values 6 3
Social D ifficulties 48 9
Relationship & Interpersonal
22 9
Problems
Self-Isolation 8 4
Social situations difficult 8 4
Career difficulties 3 3
Emotional Characteristics 65 9 Anger 21 6
Guilt 14 5
Fear 7 4
Feelings towards practitioner 7 4
Irritability 9 4
Clients’ Characteristics 98 9 PTSD diagnosis and implications 22 7
Developm ental D ifficulties 14 6
Military Values 20 5
M ode o f  referral 17 5
R ole in Military 11 4
M edieation 5 4
Other issues 34 7 A lcohol M isuse 9 5
Drugs M isuse 6 5
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Psychological Difficulties
Within the psychological difficulties domain, 11 categories were developed. All participants (10) 
spoke about traumatic symptoms such as re-experiencing, avoidance, hyper arousal, flashbacks, 
intrusive thoughts and flashbacks.
They would probably be struggling to sleep, perhaps having nightmares, reliving 
events in an awake state, so intrusive thoughts perhaps (Participant 7).
Seven participants spoke about the characteristics of trauma such as tendency to present with 
multiple trauma, delayed onset, chronic trauma, PTSD that was triggered by other trauma.
I find that generally, it is some other trauma in their life, relationship breakdown, 
etc, you know that will then trigger, stuff. Stuff as in PTSD, which has probably 
been bubbling away in the background because they have other things in life 
making it ok. (Participant 2)
Client Characteristics
Nine participants mentioned that clients came with characteristics such as a PTSD diagnosis, 
developmental difficulties, military values, role in the military, mode of referral and medication.
Typically, they are male, they are infantry, probably come from a difficult 
family background prior to going into military. They may have a forensic 
history, prior to military, erm, or disruption at school (inaudible), they erm 
probably served in combat role in Northern Ireland or peacekeeping role or...
(Participant 1)
Five participants spoke about the mode of referral. All mentioned that clients’ usually report that 
they came because someone else feels that they need help.
What we found so far that the 63, 65 people that we have worked with, erm, 
they’ve all been kinda push our way by female member of the family. Every 
single one of them, without exception. (Participant 9)
Emotional Characteristics
Nine participants spoke about the feelings that veterans reported in therapy. Anger had the highest 
frequencies (21) and was mentioned the most (6). These feelings of anger have different qualities
131
to them. They are expressed towards self, family and friends, civilians and, at times, at to the 
therapist.
Anger with either military for putting them in harm and not looking after them, 
angry at civilians whom they perceive as very different to them. Angry at the 
system, at the civilian world... (Participant 1)
Five participants mentioned guilt and this encompassed guilt for surviving where comrades 
perished, for leaving the military and not being able to take care of their comrades, and or guilt 
about killing others.
We all have what you call, survivor’s guilt if you like. But we’re all guilty, we 
all feel guilt... and what it’s down to is, that we are all part of our friend’s death.
(Participant 6)
An equal amount of participants spoke about their impression of veterans’ in therapy.
They would probably present initially, try not to show their emotions, erm there’s a 
tendency because of the culture, the military, they try and not look weak. I think 
that’s one of the things, you know if they do get upset, during therapy, they say, T 
hate this, cos it’s making me look weak’. (Participant 7)
Social Difficulties
Nine participants spoke about relationship and interpersonal difficulties that veterans faced in 
addition to traumatic difficulties. These seemed like the defining factors that push veterans to seek 
help rather than the traumatic symptoms itself.
So they might present with being angry, having a short fuse, fallen out with 
people, losing their job, erm, you know, relationships are affected, everything 
becomes affected before they start trying to get help. (Participant 7)
Six participants mentioned brought up the sense of isolation that veterans feel in relation to what 
they have been through.
Cos you know, when you got PTSD, you become stoic, and you wanna get on with 
it and actually you don’t wanna talk about it, cos there’s a sense that not everyone 
understands. Cos why burden your family with stuff that’s going on inside your 
head? (Participant 2)
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Research Question 2: What’s helpful or unhelpful for these individuals in practitioner’s opinion? 
Table 3- Domains, Categories and Frequencies
Domains Frequencies
n No of 
participants
Helpful
Within 360 
Therapy
Less
helpful/u
nhelpful
89
Helpful Less
helpful/unh
elpful
Beyond 35 
Therapy
Post 18
Therapy 
Others 37 23
Categories Frequencies
n No of 
participants
Helpful Less
helpful/unh
elpful
Helpful Less
helpful/
unhelpf
ul
Psychological 133 6 9 1
Intervention
- Stabilisation/ 17 4
Grounding work
14- A wareness o f 4
risk o f
retraumatisation
Practitioner’s 122 7 9 3
Characteristics
- K now ledge o f 48 9
military
background and
culture
- M ilitary
16background 3 5 2
Psychothérapie 43 46 8 5
s 10 2
- EM DR 15 2
- Supportive
Listening
Comprehensiv 17 7
e Treatment
Plan
Therapeutic 12 5
Alliance
Adapting to 9 6
clients’ needs
Clients’ 15 8 4 4
Initiatives
- Involvem ent in 7 2
military charity
- D ysfunctional 8 4
coping
m echanism s
Support 4 4
network
Social support 6 3
from agencies
Medical 6 3
Support
Clients’ 12 3
Initiatives
PTSD label 13 13 5 4
Practitioners’ 14 3
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Initiatives
Stigma 8 3
Pre-therapy 10_____ 2_______ 1______ 1
Four domains emerged from the data with therapy carrying the highest frequencies in both the 
helpfiil (n=360) and less helpful/unhelpful (n=89).
Within Therapy
Six out of nine categories are reported here. Nine participants mentioned helpful psychological 
interventions and one spoke about unhelpful ones. 26 sub categories were developed in this 
category. Of this, four participants mentioned stabilisation and groundwork as well as an 
awareness of the risk of retraumatisation, therefore to be aware of when to stabilise the client as 
opposed to processing the trauma, to be most important and helpful.
They could be asked reliving their trauma, it’s about keeping them in the room, 
whichever approach you use, keeping them grounded. (Participant 7)
Knowing when to stabilise rather than re process. (Participant 5)
Nine participants spoke about helpful and unhelpful practitioners’ characteristics. Of the 16 
subcategories developed, 2 were reported here. Nine participants said knowledge of military 
culture and context is helpful and important for this population.
Contextual understanding of the conflicts they were involved in and why they 
were there. (Participant 5)
Very simple...I give an example, is that, a veteran will come, the first time he 
swears, it means he accepts you... but civilian street is a totally different thing, 
he’s disrespecting you because he’s swearing, well, he’s not, he’s respecting you. 
(Participant 6)
Five participants said having a military background is helpful whereas two said it could be 
unhelpful. Four said that it is not necessary but it is important to maintain an open and interested 
stance.
Because there’s a specific language within the military, and people get very very 
frustrated when they are asked to tell or recount a particular tale and then they’re
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stopped halfway through to explain what a military term is... we’ve served, we 
already speak the same language. (Participant 9)
They’ve actually been pleased that I’m not in the military, because sometimes 
military culture can get in the way. (Participant 7)
I don’t think it’s a deal or end of... I think a veteran service, which have a mixture of 
individuals which have some military experience is useful... you know I don’t think 
they (practitioners) would say, or their patients would say that’s a problem. As long 
as the therapist is willing to learn and interested in asking questions when they don’t 
understand what the patient is talking about. (Participant 9)
Eight participants spoke about the helpful psychotherapies and five spoke about unhelpful ones. 
EMDR was usually compared with TF-CBT and three participants found it a more helpful 
approach.
I’m a CBT therapist prior to EMDR, and erm, I would say, yes, you can get good 
results with CBT, but in my experience, it takes longer. And you know, I am a little 
bit unsure, whether somebody even though, they are subjectively are feeling better 
with CBT treatment, whether they have actually processed the trauma...now with 
EMDR, one of the main things you can see, the symptoms go or massively 
reduced. (Participant 7)
Seven participants spoke about a comprehensive treatment plan that would be needed to deal with 
the often complex presentation of this population.
Stabilisation, psychoeducation and coping skills, desensitisation/reprocessing of 
traumatic material, cognitive restructuring of maladaptive cognitions and 
schemata, behavioural work to tackle avoidance and relapse prevention.
(Participant 3)
CBT would be excellent there, to give him tools or techniques just to open that 
door... if I had something happened to me as 5 year old... which I have 
repressed out of memory, how am I gonna talk about it? I don’t even know it.
Therefore your Freudian way, would be great for that. Opens the door, so that 
you’re aware of it and then I see person centred as the exit therapy. (Participant 
6)
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Beyond Therapy
Six categories were developed in this domain. Four participants spoke about helpful and unhelpful 
clients’ initiatives. It appears that this is not as clearcut, depending on the way it is used, the same 
coping mechanism could be helpful or unhelpful. 7 subcategories were developed, and helpful 
ones include involvement in military charity, reflecting between session, socialising, finding new 
focus, taking responsibility and humour, whereas unhelpful ones included using, work or exercise 
as an avoidance or distraction tactic.
Some become charitable gurus... they’ll go and help homeless people and they’ll, 
so, they’ll sort of fill their minds. But they’re surviving and that’s what most 
important for them. (Participant 6)
Alcohol abuse, overwork, exercise, isolation, avoidance, getting involved in 
military charities. (Participant 3)
Four participants spoke about the importance of having a support network such as family and 
friends. One spoke about their partner taking responsibility for the relationship too. However, this 
was often confounded by pre-morbid circumstances such as the familial origins that may have 
prompted them to seek a ‘family’ in the military.
Some people have very supportive families, some have very supportive 
spouses...the sort of pre morbidity situations of, you know you quite get people 
that go into services, you know because of their familial origin is frankly a bit 
dysfunctional...the armed services give them a family that they don’t really have 
to start with. (Participant 4)
Post Therapy
Four categories were identified in this domain; clients’ initiatives, involvements of family, no 
further psychological help required and longer-term social support needed. Clients’ initiatives 
appear to have been mentioned by the highest number of participants (n=3) such as responsibility 
to maintain progress (n=2) and involvement in military charity (n=2).
The most important thing is that they then, take responsibility for the stuckness.
They take responsibility and they talk it through... I think it’s really important, 
we’ll need to be responsible for our mental wellbeing as much as our physical 
wellbeing. (Participant 2)
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What we do, cos we are a charity, we want to help the guys get into a better place, 
once they feel they are in a better place, we encourage them to come volunteer for 
the charity, which has a positive impact on them, helps integrate with their local 
community. (Participant 9)
Others
Four categories were developed in this domain; PTSD label. Stigma, Practitioner’s Initiatives and 
Pre-therapy. PTSD had the highest mention with five participants finding it helpful for clients and 
four finding it unhelpful. It was considered helpful because it appeared to reassure clients, 
normalise the experience, allowed practitioners to give literature to the clients and offer evidence 
based therapies to name a few.
For some, it is reassuring to know that, their symptoms have a label. You know 
that normalises it and so they are not going back and it’s quite common and you 
know they are not alone, and we can give them literature to read about. We can 
give them evidence-based treatment for it. (Participant 1)
Two participants mentioned that those who were diagnosed with PTSD appear to be more 
resigned and appear more willing to accept help.
Those with a diagnosis are more acceptant of their symptoms on the whole because 
they have an understanding of how and why they feel the way they do. (Participant
5)
Four participants spoke about the unhelpfiilness of a PTSD label. The reason stated include; 
veterans feeling labelled, inaccurate representation of their problems, limited understanding of 
their problems and the secondary gain that could come from having PTSD.
It can be better of course, I don’t think it covers everything because people have 
such an individual way of experiencing distress. So how, I can, we put it into a 
small box, we can’t always. (Participant 8).
For some, it’s their ticket out. They want to leave. You get a lot of people who 
falsely present, who try to say I’ve got PTSD, cos they want out. (Participant 7)
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Three participants spoke about initiatives that practitioners could take such as increasing 
awareness through research, speaking to academics and researchers as well as educating veterans 
on what to expect from military service.
Professionals and academics understanding each other and understanding 
themselves... so what people come away from it (workshop) is, wow, didn’t know 
that... Veterans are not gonna go ‘you misunderstood me mate’, they’re gonna go 
in their head, ‘you’ve misunderstood me, right, fine’ and then won’t talk about it 
again. If it’s a bad experience of counselling, they won’t go back. (Participant 6)
Research Question 3: Practitioners’ opinions around current diagnostic criteria of PTSD and 
treatment guidelines eg. NICE
Table 4- Domains, Categories and Frequencies
Domains Frequencies 
n No of
participant
s
Categories Frequencies 
n No of
participa
nts
Current 98 9 TF-CBT 24 8
policy/NICE - Practitioners subscribing to different 4 4
guidelines aspects o f  TF-CBT
- D oes not take into account those w ith 11 3
low  distress tolerance
Veterans not properly addressed 14 6
Need more alternatives/options 21 5
for clients
Out-dated 10 3
DSM for PTSD 11 5 Simplifies a complex phenomena 5 3
Accurate 4 3
PTSD Label 9 4 Misrepresented number of 4 2
diagnosis
Discourse of medical model 4 2
Others 11 3 Over- reliance on outcome 6 1
measure
Importance of evidence based 4 1
therapies
Multifactorial 1 1
Assessment/Formulation more
helpful
Five domains were developed in this area, four are illustrated in Table 4, and the other domain not 
mentioned is practitioners’ thoughts on the therapeutic community.
NICE guidelines/Current Policy
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Thirteen categories were developed in this domain. Other than those mentioned in Table 4, two 
participants spoke about current UK guidelines/research pale in comparison to US/Australian 
research, that it only cover therapies that have been subjected to RCTs and thus restrictive, 
although it offers evidence based therapies.
Eight participants expressed their opinion on CBT or TF-CBT (it is used interchangeably in the 
interviews) in relation to guidelines and policies. Six subcategories were developed here. Other 
than the ones mentioned in Table 4, other subcategories include TF-CBT taking longer than 
EMDR, long-term benefits of trauma processing with this method questionable, the status quo of 
CBT. Of these participant (n=4) spoke the most about subscribing to different aspects of TF-CBT 
and that it does not take into account veterans with low distress tolerance (n=3).
CBT focused on traumatic material and sequelae. (Participant 3)
Useful (TF-CBT), can be more gentle and controlled than EMDR for those with poor 
distress tolerance (Participant 5)
Six participants felt that veterans are not properly addressed in the NICE guidelines. Some of 
these include, the chronic nature of trauma presented, traumatie brain injury not addressed, not 
culturally competent and does not take into account those who are indirectly involved in war.
Fm not even sure there’s even NICE guidelines on this particular group (referring to 
traumatic brain injury). (Participant 4)
They just think PTSD is PTSD. Post traumatic stress is post traumatic stress. But 
there’s a massive difference between somebody who’ve been in a road accident 
nearly killing 2 children to somebody who’ve been kidnapped for years and years 
and years...any experience of trauma on this planet, is nothing that’s even closely 
similar to being on a battle field where you have to kill someone to stop them from 
killing you. (Participant 6)
Five participants spoke about the need for more options for clients and this was partly relevant to 
another category where three participants felt that the NICE were out-dated, as there are more 
recent research and evidence for other psychotherapies. NICE guidelines was also compared to US 
or Australian treatment guidelines (n=2).
From the guidelines, and there have been many more randomised controlled trials 
and I think if you, if the guidelines were to be redeveloped based on the best
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evidence now, youTl probably see more therapies such as cognitive processing 
therapy listed... so since 2005, the stress management techniques would be lifted as 
a stand alone therapy for people who won’t or can’t engage in other two. (Participant 
1)
DSM for PTSD
Four categories were developed in this domain. The other two not mentioned in Table 4 include 
DSM being useful for diagnosis and that it is not rigorously developed, both mentioned by one 
participant.
Three participants said that that the diagnostic criterion simplifies a complex phenomenon.
What use is that (DSM) within PTSD when you’ve got a multi faceted individual 
with multi issues in front of you... It’s just too complex than... (Participant 2)
Three participants said that the criterions for PTSD is an accurate representations of the symptoms 
suffered by veterans.
I think it does very well is describing different aspects of the experience of the 
trauma. (Participant 8)
PTSD Label
Four participants spoke about this domain. Two participants felt that the current estimate is an 
inaccurate representation of the total figure, because of reasons such as the route of therapy. For 
example, some may self refer.
Because if you asked how many people suffered from PTSD from war, you’ll come 
with a figure. But if you ask how many people are affected by war, and the traumatic 
consequences of war such as nightmares, sleeplessness etc. You’ll come up with a 
lot more. But the fact that they are not being diagnosed and labelled, excludes them 
from you know. (Participant 2)
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Discussion
Summary
The results demonstrated the variety of experiences of practitioners working within the field of 
military trauma. Secondly, it highlights the complexity of the work surrounding veterans, with the 
varied and co-morbid presentation of clients. Participants described clients’ developmental 
background which could influence initiation into military, value-laden training, deployment, 
discharge, possible manifestation of psychological disturbance from civilian life, the cultural 
difference between civilian-military therapist and subsequent long term care such as social help to 
maintain autonomy and progress. They also spoke about the current treatment guidelines, TF-CBT 
was referred to as the therapy with the most evidence but there was also a sense of general 
dissatisfaction with its implementation in therapy as well as the cultural and political implications 
of CBT’s status quo. There was also a general sense that veterans’ needs are not adequately 
addressed by NICE and/or current treatment policies.
Clinical Implications
Perhaps PTSD, more specifically Combat Related PTSD warrants its own distinguished set of 
explanations to encompass its wider interpersonal, societal and cultural implications beyond 
symptomatic indications. These will be discussed within the two areas that appears most salient 
from the results and represents a commonality across practitioners’ accounts. Firstly, practicing 
with the military culture in mind and secondly, a discussion of NICE’S recommendation and the 
paucity of psychotherapeutic options. These will be discussed in relation to current literature and 
its relevance to clinical work.
Practicing with the military culture in mind
A general theme that seems to run through is that the building up of rapport is much quicker 
especially if the therapists are themselves veteran, as they speak the ‘same language’. Indeed, 
degree of similarity between therapist and client has been widely suggested to facilitate the 
development of a working alliance, leading to a positive outcome (Herman, 1998). In this case, the 
various acronyms and idioms that are used in the military are understood between the therapist and 
client, which ensure the flow of conversation. Furthermore, they also have an added advantage 
that they have ‘been there and worn the t-shirt’ as one of the participants put it, and therefore have 
a felt understanding of the ‘job’. After all, the remit and the responsibilities they carry out are 
unlike any other civilian career.
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Participants who did not have military background spoke about their openness and commitment to 
learn from the client when they did not understand particular terms or phrases. Moore and Penk 
(2011) suggested that this allows the clients to educate the therapist, which in turn strengthens the 
therapeutic alliance. On the other hand, a basic knowledge of the language in use is essential to 
reduce frustration and to keep disruptions to a minimal. Language here denotes not only the 
various acronyms and idioms that are used in military, but also the more subtle messages of a stoic 
mind-set. Whilst it is adaptive in a military environment, veterans may come across as resistant or 
defensive in a therapeutic or civilian setting. This may bring rise to a possible counter transference 
reaction from the therapist (Moore and Penk, 2011). As indicated in the results few participants 
spoke about their feelings and presentation in therapy, such as appearing defensive or not wanting 
to look weak. This could also offer some insight into the reason clients’ commonly report that they 
are pushed to seek help by family members.
The importance of keeping the culture in mind is elucidated by Reger, Etherage, Reger and Gahm 
(2008) who proposed that it is the military system is idiosyncratic ‘to the extent that a culture 
includes a language, a code of manners, norms of behaviours, belief systems, dress, and rituals, it 
is clear that the Army represents a unique cultural group’ (p 22). Furthermore, for a civilian 
therapist having a grasp of the norms and language of the military could ensure that important 
information are not missed out such as the context of the trauma and its meaning to the client, as 
well as their perception towards mental health problems (Moore and Penk, 2011).
Addressed in Iversen and Greenberg (2009: 105), ‘for many reservists, this represented a barrier to 
care, as many report anecdotally that local NHS healthcare providers are ignorant of or insensitive 
to psychiatric problems related to military service’. This brought about the joint collaboration by 
the Ministry Of Defence (MoD), Department of Health, and the Devolved Administration with the 
pilot of six community veterans mental health services that offers ‘culturally sensitive expert 
services’ (MOD, 2010a). Following an evaluation of these services (MOD, 2010b), one of the top 
three recommendation was ‘it is essential that services be staffed by people with experience of 
working with veterans and knowledge of the culture of the Forces. Where practical it would be 
desirable for veterans to have the choice of being seen by veterans’.
Interestingly, two participants spoke about acculturation of military identity rather than 
assimilation. They felt that veterans should be accepted as such, rather than trying to change them 
into civilians. This is likened to immigrants or ethnic minorities settling in the UK but with a 
bluster layer of Caucasians features, thus people do not perceive them to be from a different
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culture. This raises a valid consideration whereby much of the emphasis and research on cultural 
competency has been on racial and ethnic minorities. With an organisation such as the military, 
where intensive training instils a set of values which places importance of collectivism over 
individualism (Christian, Stivers and Sammons, 2009), and then coming back to a society where 
individualistic characteristics prevails can feel foreign. This perhaps explain some of the feelings 
reported by veterans in this study such as, a sense that ‘nobody understands’ and may 
consequently lead to self-isolation.
A recently publicised research (Stack, 2013) demonstrated that military identity persists long after 
discharge and the military/civilian divide is strongly felt. These are experienced in relation to other 
civilians and are carried into therapy. Stack (2013) proposed that this may result in the civilian 
therapist being regarded suspiciously as ‘the other’, especially if they are not familiar with the 
military culture and language. Brewin, Garnett and Andrews (2011) study highlights that the link 
between PTSD and suicidal behaviours is influenced by higher perception of alienation from 
civilian life. This further illustrates the importance of respecting the military culture and an active 
attempt by the practitioner to model and foster an acceptance of this. Practitioners are also 
encouraged to reflect on their capacity to tolerate violence and killing, which may arise from 
clients’ account. Some participants in this study who suffered from PTSD in the past spoke about 
the detrimental effects when counsellors were not able to contain these difficult images and 
feelings they brought. Also, practitioner’s judgements and perceptions of war and violence would 
need to be given much consideration (Moore and Penk, 2011), especially when mental health 
stigma plagues this population and in the transferential relationship, this may impair the 
development of therapeutic relationship.
Paucity o f options fo r  psychological treatment
Firstly, in regards to TF-CBT and EMDR, four participants reported practicing in both 
psychotherapies. It is interesting to note that when given a choice between them, three said that 
EMDR is the preferred approach. Some cited EMDR being the preferred mode by veterans, as it is 
less psychologically demanding on them, others feel that TF-CBT could be a bit gentler especially 
the reliving component. This element has also been criticised by other participants who practice 
other forms of therapy.
Secondly, all participants had been working with veterans for some time post qualification. 
Moreover, not all of them use TF-CBT and/or EMDR nor trauma focused psychotherapies. 
However, they have all achieved successful outcomes with their clients who presented with PTSD
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and/or trauma related difficulties. This is especially salient in one of the participants who worked 
with more than 60 veterans with NLP and have achieved successful outcomes. Indeed, Wampold 
et al (2010) suggested common therapeutic factors which could explain successful outcomes 
between various psychotherapies. This is echoed by Sherman (1998) in a review of controlled 
clinical trials (n = 17, d= 0.54, r= 0.26) for reducing PTSD symptoms against comparisons) on 
psychotherapies for PTSD and concluded that ‘all treatments share a primary aim to help the 
patient develop a realistic appraisal of the threat experienced during trauma... thus while 
exposure-based techniques clearly have the greatest representation when reviewing the literature 
on controlled trials, many treatment modalities may have similar active therapeutic components’ 
(pl6).
Regardless of modality, majority of the participants spoke about having a comprehensive 
treatment plan within therapy, which appears to be helpful for a successful outcome. This could be 
partly due to the high comorbidity of those presented with PTSD. In terms of alcohol, VA/DoD 
posited that treatment for PTSD and alcohol use problems should be designed as a single 
consistent plan that addresses the source of both difficulties together and addressed in both the 
alcohol and PTSD treatment. NICE (2005) states that ‘for PTSD sufferers with drug and alcohol 
dependence... healthcare professionals should treat the drug and alcohol problem first’ (NICE, 
2005: 21). It made clinical sense to treat substance abuse first, and there are indication from 
participants’ accounts that there is liaison and communications between different healthcare 
professionals. It is however uncertain if this is carried out nationwide. Moreover, there appears to 
be paucity in other areas such as traumatic brain injury (TBI). This is apposite especially, with the 
battle tactics employed in Afghanistan and Iraq where explosion and blast injury is the most 
common cause of war injuries (Warden, 2006).
Consequently, there appears to be a need for more comprehensive guidelines on the psychological 
treatment and wider as well as longer-term psychological and social support for this population. 
The benefits of this could be seen from governmental departments dedicated to veterans such as in 
the US’s VA/DoD and Australia’s Department of Veterans Affairs (DVA), where more research 
relating to psychological therapy are carried out and centralised. This creates a base for various 
professions to work together and complement each other. For instance, in the UK, drawing from 
Osorio, Jones, Fertout and Greenberg (2012) paper on stigma and barriers to help seeking, a stage- 
of-deployment sensitive approach enables intervention to be made at the most effective period. 
Immediate post deployment period is when stigma rate is the lowest, and operations officer could 
encourage or educate soldiers about the help that is available should they need it. Furthermore,
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interestingly, a general theme across the interviews is that veterans do not usually come on their 
own initiative. Others, especially female members of their family are the main proponents behind 
their reason for seeking help. It is clinically relevant to consider the reasons for this, as it could be 
a potential barrier to therapeutic alliance especially at the beginning of therapy. Moreover, it also 
highlights the importance of involving veterans’ family and support network when considering 
how best to encourage veterans to seek help and to communicate the message that it is ok to seek 
help.
Lastly, alongside NICE’S secondary objective, which is cost effectiveness, long term 
psychotherapy is highly unlikely to be an option, thus knowledge of the cultural norms, 
behaviours and language would allow for working alliance to be established in a shorter amount of 
time.
Strengths and Limitation of this study and Future Research
The variable background of participants recruited for this research offered rich data. Practitioners 
varied in their military background, worked in different settings and have experience of 
therapeutic work with serving military personnel as well as veterans. They have also practiced in a 
variety of therapeutic modalities. All these factors allowed this study to consider the various 
commonalities as well as disparities in their accounts. However, it was also this diversity that 
rendered this research precariously unfocused. To prevent this, we adhered to and focused on three 
research questions. Despite this, the interviews yielded rich and extensive data for each research 
question. Although Qualitative Content Analysis provided a coherent way to comprehensively 
analyse extensive data, some of its complexities may not have been adequately attended to. Future 
research could attend to each of the research questions as separate projects for deeper analysis. 
Moreover, employing a more interpretative research methodology may also produce richer results.
Content Analysis although ineffective for testing causal relationships, allows inferences to be 
drawn through noting frequencies, which indicate patterns and the magnitude of responses. 
Moreover, there were some limitations to this form of analysis in this study. Firstly, some 
participants worked in specific settings such as the prison service or TBI charity; this means there 
were greater mention/frequencies of certain presentations in their narratives. However, to account 
for this potential bias, this research had taken care to prioritise and report categories that have the 
highest frequencies across participants. Secondly, as the interview followed a semi-structured 
style, participants were guided to speak about specific topics or more likely to use specific words
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related to the topic. This may have increased the incidence of specific phrases (unit of counting), 
which in turn affected the frequencies reported.
This research would also have benefitted fi’om greater validity and reliability measures. One way 
would have been to involve participants in reviewing the data. The analysed interview transcripts 
could have been sent to participants inviting their comments, on whether it accurately reflected 
their experience. Furthermore, while a good inter rater reliability was achieved, it was slightly 
short of the recommended threshold by Miles and Huberman (1994). This could have been due to 
the reliability test being performed fairly early on in the analytic process. A way to counteract this 
would have been to involve the research supervisor more frequently in the development of 
categories, in order to improve the trustworthiness of the analysis (Golafshani, 2003).
More research evaluating the efficacies of psychological treatment for CR-PTSD needs to be 
undertaken. However, it may be beneficial to evaluate trauma-focused psychotherapies as they are, 
rather than unmeaningful clustering of various therapies under TF-CBT. This may pave the way 
for more options to be included in NICE and for mental health practitioners, associated 
professions and the general public to have greater clarity on what therapies there are rather than 
‘CBT’. At times, in the interviews, ‘reliving’ (spoken as part of CBT) resembles Prolonged 
Exposure Therapy (Foa and Hembree, 2007) through in-vivo and imaginai exposure, however, at 
other times, participants spoke about Cognitive Processing Therapy where narrative exposure is 
the main therapeutic component and involves written assignments (Resick and Monson, 2006). 
Both are manualised therapies and arguably there are differences in the quality and mode of 
exposure. Future research in this area that contributes to policies and guidelines could perhaps 
draw the distinction between different psychotherapies to allow for more efficient clinical 
implication and for wider economical and political interest.
Conclusion
Overall, it appears that practitioners generally employed a holistic approach towards therapeutic 
work with veterans. They were also especially culturally sensitive. However, the participants 
interviewed in this study have either been working with this population for some time or have 
military experience. This study may be able to infonn those who are planning to work with 
military veterans or highlight for current military practitioners the commonalities in their work. 
Moreover, this study also identified and illustrated gaps in the current treatment policies such as 
paucity in therapeutic options for practitioners and veterans.
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Appendix A: Reflection
Reflection on the Process of Carrying Out this Research
When reviewing the literature for the introduction, I was uncertain why the UK lags behind on 
care for veterans considering its military presence in Iraq and Afghanistan. However, it appears 
that the government is taking steps and initiatives to ensure that better care is provided. This is 
reassuring. But perhaps because it is still in its early stages or it’s such an exclusive field, I do not 
get a sense that the general public knows what is being offered.
Faced with the variety of background in experience from practitioners, it was daunting at first to 
think about how to manage and present a coherent research. However, after conducting a few 
intereviews, the commonalities they encountered in their work became clearer. It also highlighted 
the complexity of their work. Furthermore, most if not all of these participants hold important 
positions within their charity, organisations and are reputable within the field. It was daunting to 
think of my status as a trainee. I had felt that I should read more to make sure that I asked 
meaningful questions. One interview was especially challenging for the reasons mentioned, and it 
knocked my confidence in interviewing and in carrying out the research. Following discussion 
with my supervisors, it appeared that there were useful materials in the interview. From this 
episode, I also gained more perspective in the academic and research field.
During the interviews, at times I felt that practitioners with a military background is of the opinion 
that civilian practitioners would not be as effective due to the absence of battlefield experience. 
Civilian practitioners on the other hand seemed more willing to report that clients do not mind 
their civilian status citing that some prefer it that way. Being a civilian therapist myself, I was 
mindful about the influence this may have on the interpretation of the data. However, as content 
analysis employs a counting of textual materials, it provides a more objective means to report the 
magnitude of this observation. Collaboration between independent coders also revealed a 
satisfactory inter-rater reliability.
When transcribing and analysing the interviews, I recalled my reluctance to work on them for too 
long, often taking breaks as I felt they were quite heavy. There were constant mention of death, 
violence, bodies, and killing. As this research was carried out at an accelerated pace, there was a 
quality of being immersed in it. The interviews themselves, especially with participants who have 
a military background often left me feeling drained. This led me to wonder how difficult it must 
have been for them- being in constant fear of your life, surviving the guilt of taking someone
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elses’ life, and whether anyone could really cope without some form of dissociation or avoidant 
strategy whilst on the frontline. It seemed adaptive and rational. In some of the workshops I 
attended, I heard of therapists who spoke about treatment resistant clients- those who do not want 
to engage in exposure therapy. This led me to think, should we as practitioners impose that on 
clients or offer them more therapeutic choices and/or time? A one-size-fits-all stance may not be 
the best practice for clients.
There was a lot more that could be deduced and discussed from the results and findings especially 
on the common therapeutic factors which was one of the main themes of my literature review. 
Unfortunately this was not possible with the word limit. Having struggled with the recruitment of 
participants, the departure of a colleague from the sister project, switching from a quantitative to 
qualitative method and a challenging participant; there was a lot of realignment and management 
of thoughts and feelings around this research. However, I am grateful for having met a lot of 
people on the way who have helped and supported me.
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Appendix B: Information Sheet for Written Interview
^  UNIVERSITY OF
The Therapy of Combat-Related Post Traumatic Stress Disorder: Practitioners' 
Perspective on What Does and What Does Not Help.
W hat is the research about?
We are hoping to survey the views of professionals w orking w ith  veterans suffering from  
CR-PTSD on the nature of w hat helps and w hat does not help in the therapy o f/w o rk  
w ith  this population. Particular attention will be naturally devoted to the aspects of 
therapy that you feel are m ost useful in w orking w ith this client group. The role played 
by other possible sources of help or hindrance, such as the m ilitary environment, the 
family, com m unity a n d /o r  peers, religious or other spiritual practices, etc. will also be 
considered. Some related questions that we also hope to answer concern w hether you 
perceive a need to focus in the therapy on the veterans' specific context of war, 
personality style, background history, social relationships and peer perception, etc. 
Finally, your perception of NICE guidelines and their im pact on your w ork will also be 
investigated. By draw ing from  the answers to all these questions, our purpose is to 
gather a sense of w hether and, if so, which are the common factors across various 
therapeutic interventions for CR-PTSD. These m ay be individual differences that bring 
about a need for individually tailored interventions, and which m ay be factors that are 
specific to the work w ith this population.
H ow  can you help us?
If you have w orked w ith or are currently w orking w ith military personnel affected by 
PTSD on at least one occasion regardless of the num ber of sessions, w e need your help by 
telling us your views in your therapeutic w ork w ith them. The questionnaire enclosed 
should take no m ore than 30 m inutes to complete.
W ould this study cause any distress?
We do not anticipate this study to cause participants any distress. How ever if anything 
arises, please do not hesitate to contact us and w e will do our best to redirect appropriate 
resources to you.
H ow  will w e manage the information you provided?
All the inform ation you provide will be confidential and will be used for the purposes of 
the study only. You will be required to indicate your consent in the next page.
W ho is conducting this research?
My nam e is M asrita Ishaq and I am  currently w orking tow ards a Doctorate in 
Psychotherapeutic and Counselling Psychology in University of Surrey w here this study  
forms a part of the accreditation. I can be contacted at m.ishaq@ surrey.ac.uk if you
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require further information. This project is funded by The Braveheart Programme; a 
registered charity dedicated to m ilitary veterans affected by PTSD.
W hat if I have any concerns?
If you w ish to speak to someone other than the researcher please contact Dr Riccardo 
Draghi-Lorenz who supervises this research. He can be reached at r.draghi- 
lorenz@surrey.ac.uk or 01483 686 814.
How do I return  the questionnaire?
We w ould prefer to receiye the com pleted questionnaire yia email to 
m.ishaq@surrey.ac.uk. Howeyer, if it is m ore conyenient for you, you can post it to 
M asrita Ishaq c /o  M rs G w yneth Greene, Faculty Adm inistrator, PsychD 
Psychotherapeutic & Counselling Psychology, 3 AD 02, Uniyersity of Surrey, Guildford, 
Surrey, GU2 7XH. Please mark the envelope 'Confidential'.
Thank you!
155
Appendix C- Written Interview
THE THERAPY OF COMBAT-RELATED POST TRAUMATIC DISORDER: THE 
PRACTITIONERS’ PERSPECTIVE ON WHAT DOES AND WHAT DOES NOT HELP
Thank you for agreeing to participate in this research. Your responses are very valuable to 
us and will be handled with full consideration and confidentiality. You will be asked a series 
of questions.
Brief Demographics
1.What i s  your gender? Q M ale I I Female
2.What is your age?
3. What ethnicity do you consider yourself to be?
4. How would you describe your sexual orientation?
5. You are currently
Q  In-training
How long until qualifications?
What would you be known as after qualifications?
I I Qualified
What are you qualified as? eg, art therapist, couple therapist 
How long have you been practicing post qualification?
6. What would you say is your therapeutic orientation?
You will be asked a series of open questions. Please write your thoughts as they come to you 
in the box provided and be as descriptive as possible.
Understanding of Trauma
7. How would you describe ‘traumatic difficulties’?
8. How would you know that the client needs trauma work, what would be the presenting issues? 
E.g., referral, client-led, your professional opinion in assessment, etc.
Psvchotropic Medication
9. Are your clients usually on psychotropic medications?
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I I Yes. Please proceed to question 1 0  
I I No. Please proceed to question 1 2
10. What medications are they usually on?
11. Do you think these medications affect psychotherapy at all? If yes, how, and if not, why not.
Approach to Trauma Work- Skills and Techniques
12. How would you describe your approach towards trauma work with military veterans? E.g., 
what does therapy involve, how did it progressed, what do you feel is important in this field of 
work, do you work beyond presenting issues etc.
13. Without disclosing personal details, could you describe a particular case?
14. What is Trauma Focused- Cognitive Behavioural Therapy (TF-CBT)?
15. Do you use Trauma Focused Cognitive Behavioural Therapy (TF-CBT) in your work?
□  Yes.
□  No.
16. What is your experience of TF-CBT (even if you have not used it)?
Clients’ Presentations
17. Can you describe the feelings that military veterans present with in therapy and how they 
manifest in the room with you or others? Eg, fear, anger, guilt
18. What are the coping mechanisms employed by veterans, if any? (Both useful and/or unhelpful)
19. What are the factors that you feel contribute to a better understanding of clients’ difficulties? 
Eg. Existential beliefs, developmental history, support network etc.
20. In your opinion, would you say trauma work is a prevalent feature of therapy with military 
veterans in general?
Working Alliance
21. Can you describe factors that you consider barriers to your therapeutic work with this client 
group?
22. What do you think is important for therapeutic success with this client group?
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Thoughts around DSM-IV and V
23. Could you explain if the label - PTSD (DSM IV or 5) - presents an accurate representation of 
the difficulties faced by military veterans presented for trauma work?
24. Can you describe the differences between clients who presents with a diagnosis as opposed to 
those who don’t?
25. What type of PTSD do clients typically present? (You can get more information on the 
different types of PTSD here http://psvchcentral.eom/lib/2006/tvpes-of-ptsd/)
26. What do you think about treatment guidelines such as NICE’S (2005) recommended treatments 
for PTSD?
27. Can you describe what NICE (2005) for PTSD means by TF-CBT? Eg. The model used, 
what’s involved in therapy etc.
- END OF QUESTIONNAIRE- 
Thank you for your time.
Please return this questionnaire by email to M.ishaq@surrey.ac.uk or by if you prefer by 
post (marked confidential) to:
Masrita Ishaq c/o Mrs Gwyneth Greene,
Faculty Administrator,
PsychD Psychotherapeutic & Counselling Psychology,
3AD02
University of Surrey 
Guildford 
Surrey 
GU2 7XH
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Appendix D- Consent form
CONFIDENTIAL ^  UNIVERSITY OF
The Therapy of Combat-Related Post Traumatic Stress Disorder: Practitioners’ Perspective 
on What Does and What Does Not Help?
Consent form
Please tick all the boxes then print your name and date this part of the form.
21 I have had an opportunity to read the information sheet, ask any questions and I agree to
participate in this study about therapy for combat-related post traumatic stress disorder.
21 I understand that the data collected for this study is strictly confidential and I will not be
identifiable in any report of this study.
2  I understand that the participation in this study is voluntary and I can withdraw by contacting
m.ishaq@surrev.ac.uk before 1st July 2013.
Print Name: 
Date:
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Appendix E -  Interview Schedule 
Introduction
Thank you so much for your time.
Before we start with the interview, I want to give you in a nutshell what we’re trying to get at with 
this research. So we are interested in understanding what military veterans are affected by, what 
difficulties do they present at the start of therapy with you, how have you helped them inside and 
outside of therapy. So basically, we’re trying to be very open and creative to get a holistic picture
of their difficulties and what’s helpful for them. At the end of the interview. I’ll come to some
specific questions.
What you say today will be confidential. Your name or any names mentioned will be 
annonymised and will not appear in the final research. If you decide later on to omit some details 
from the interview, or pull out from the interview, that is fine.
This interview will take about 30 minutes.
Finally, would it be ok if I record the interview?
Personal details
Ok, I will start by taking some personal details.
Can you tell me your age?
What are you qualified and known as in your workplace?
How long have you been in this profession post accreditation?
Client Presentation
Thinking about the clients, what do they typically first present in perhaps the first session 
with you? What do they come with?
Probes:
Eg. Relationship difficulty, can’t hold down a job, nightmares, anger towards others/system 
What are the kinds of feelings they report eg, guilt and who are they experienced in relation to? 
Coping mechanisms- helpful and unhelpful ones 
Medication? How does it affect them?
Approach to trauma work
In your experience, what helps these individuals, in a wider sense?
Probes:
Outside of therapv: spending more time with family, getting compensation 
Inside therapv: trust with therapist, skills learnt
Without disclosing personal details, could you describe a particular case?
Personal experience played a part? Cultural understanding, shared understanding- does this help 
or hinder?
What do you think is unhelpful for them?
So, we have spoken about the wider sense on what helps them, and as vou know, NICE 
mentioned that TF-CBT and EMDR are recommended psvchological intervention for 
trauma work....
Probes:
What are your thoughts around TF-CBT? What does it and what does it not include?
Do you think NICE guidelines offers a good explanation on TF-CBT?
We have spoken about their difficulties, in your opinion, how much do these fit in with a PTSD 
diagnosis?
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Do you think there’s a difference between clients who present with a diagnosis as opposed to 
those who don’t?
What type of PTSD do clients typically present? (If complex trauma, talk about, TF-CBT more 
suited for type 1 PTSD, what do they think?)
What do you think about NICE guidelines for PTSD especially with this client group?
Impact of organisational setting on therapeutic work? On the model/technique chosen
Debriefing
Ok, that would be all of my questions. Thank you very much for helping me out with my study. 
How do you feel about the interview?
You would be able to get a copy of the recording and/or dissertation. Would you like that?
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Appendix F- Information Sheet for Face to Face or Phone Interview
UNIVERSITY
The Therapy of Combat-Related Post Traumatic Stress Disorder: Practitioners' 
Perspective on What Does and What Does Not Help.
W hat is the research about?
We are hoping to survey the views of professionals w orking w ith  veterans suffering from 
CR-PTSD on the nature of w hat helps and w hat does not help in the therapy o f / w ork 
w ith this population. Particular attention will be naturally devoted to the aspects of 
therapy that you feel are m ost useful in w orking w ith this client group. The role played 
by other possible sources of help or hindrance, such as the m ilitary environment, the 
family, com m unity a n d /o r  peers, religious or other spiritual practices, etc. will also be 
considered. Some related questions that w e also hope to answ er concern w hether you 
perceive a need to focus in the therapy on the veterans' specific context of war, 
personality style, background history, social relationships and peer perception, etc. 
Finally, your perception of NICE guidelines and their im pact on your w ork will also be 
investigated. By draw ing from the answers to all these questions, our purpose is to 
gather a sense of w hether and, if so, which are the common factors across various 
therapeutic interventions for CR-PTSD. These m ay be individual differences that bring 
about a need for individually tailored interventions, and which m ay be factors that are 
specific to the w ork w ith  this population.
How can you help us?
If you have w orked w ith  or are currently working w ith  military personnel affected by 
PTSD on at least one occasion regardless of the num ber of sessions, we need your help by 
telling us your views in your therapeutic w ork w ith  them. The interview  will take about 
30 m inutes and could be conducted over the phone or we could arrange a location to 
meet, whichever is convenient for you.
W ould this study cause any distress?
We do not anticipate this study to cause participants any distress. How ever if anything 
arises, please do not hesitate to contact us and we will do our best to redirect appropriate 
resources to you.
H ow  will w e manage the information you provided?
All the inform ation you provide will be confidential and will be used for the purposes of 
the study only.
Who is conducting this research?
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My nam e is M asrita Ishaq and  I am  currently w orking tow ards a Doctorate in 
Psychotherapeutic and Counselling Psychology in University of Surrey w here this study 
forms a part of the accreditation. I can be contacted at m.ishaq@surrey.ac.uk if you 
require further information. This project is funded by The Braveheart Programme; a 
registered charity dedicated to m ilitary veterans affected by PTSD.
W hat if I have any concerns?
If you w ish to speak to someone other than  the researcher please contact Dr Riccardo 
Draghi-Lorenz who supervises this research. He can be reached at r.draghi- 
lorenz@surrey.ac.uk or 01483 686 814.
Thank you!
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Abstract
It has been observed that current literature surrounding military work in the UK has mainly been 
studies that are quantitative and epidemiological in nature. The complex interplay between, 
symptomatic presentations, military culture, family upbringing, societal perspectives have rarely 
been addressed from the point of view of clients. We recruited participants who have more than 
one form of therapy. Semi-structured interviews were used as the method of data collection. 
Interpretative Phenomenological Analysis (IPA) (Smith, 1996) was used to analyse the data. 
Although participants varied in their experience and demographic backgrounds, it was possible to 
develop three master themes from the analysis of the data: The process of dealing with PTSD, 
perception of therapeutic alliance and the continuity of the therapeutic process. The findings are 
discussed in relation to the literature and implications for clinical practice were drawn.
Keywords: military, therapy, experience, PTSD
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The Therapy of Combat Related PTSD: Veterans Experience of Therapy
Introduction 
Background
PTSD is a relatively recent diagnostic concept. It was incorporated into DSM-III in the 1980 as a 
result of the long standing psychological problems observed in veterans from the Vietnam War. 
Although much advancement in clinical observation, research and practice has increased our 
understanding of combat related PTSD, it appears that the complexity of veterans’ experience and 
presentation makes them a difficult population to treat (Iversen and Greenberg, 2009). The is 
compounded by the unique organisational culture of a military career, where factors such as 
combat exposure and group cohesion have been shown to have an impact on the development of 
mental health problems in military personnel (Rona, Hooper, Jones et al, 2009). The range of 
combat exposure have been shown to differ between different operations, for instance between 
TELIC 1 and TELIC 2 (Rona, Hooper, Jones et al, 2009). Furthermore, recent research has 
suggested differences in prevalence rate of mental health problems between regulars and reservists 
(Iversen, Greenberg, 2009; Osorio, Jones, Fertout and Greenberg, 2012). It has been reported that 
veterans find the transition from military to civilian life difficult and this constitutes one of the 
predictors of PTSD (Iversen, Greenberg, 2009). Males who reported higher combat exposure and 
perception of stigma was also shown to report higher levels of PTSD symptoms (Osorio, Jones, 
Fertout and Greenberg, 2012).
So far, UK research has found the rate of combat related PTSD to be significantly lower than US 
(Iversen and Greenberg, 2009). Research conducted in the UK identified depression, alcohol 
misuse and anxiety disorders as the most common post deployment mental health problems 
(Iversen and Greenberg, 2009, Iversen, Staden, Hacker Hughes et al, 2009). This is in comparison 
to its US counterparts which identified PTSD as the most common mental health diagnosis in 
Operation Iraqi Freedom (OIF)/Operation Enduring Freedom (GEF) veterans (Seal, Bertenthal, 
Miner, Saunak, & Maramar, 2007). The differences have been attributed to the cultural and 
organisational differences (Hotopf, Hull, Fear et al, 2003) as well as the degree and type of combat 
exposure (Hoge, Castro, Messer et al, 2004). Despite this, it nonetheless remains a pertinent issue 
to examine the treatment options for those affected by PTSD.
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Ishaq, Draghi-Lorenz and Brown (2012) conducted a literature review on the psychological 
intervention that is currently available for those diagnosed with combat related PTSD (CR-PTSD) 
in the UK. This review was located within National Institute for Clinical Excellence (NICE) 
recommendations of best practice for PTSD (NICE, 2005). In NICE (2005) TF-CBT and EMDR 
are the recommended treatments for PTSD. Findings that are of particular relevance to this 
research is that NICE addresses PTSD in general rather than combat related PTSD, with the risk 
that some of the specific needs of veterans may be left unacknowledged and unaddressed. Also, 
that the effectiveness of techniques may vary, but how they are delivered is perhaps more crucial 
considering the common factor approach (Wampold et al, 2010). A case was made for pluralistic 
approach to work with combat veterans.
Gaps in Literature
Clinical work with this population has rarely been researched. It has been observed that current 
literature surrounding military work in the UK has mainly been quantitative and epidemiological 
studies. The complex interplay between, symptomatic presentations, military culture, family 
upbringing and societal perspectives have rarely been addressed from the point of view of clients. 
There appears to be a move towards understanding veterans’ subjective experience in therapy 
(Stack, 2013). However, there remains a paucity of such studies. So, this research attempts to 
address this gap but also advance it by considering the experience of veterans who have been 
diagnosed with PTSD and been in different therapies. This also situates the research within the 
counselling psychology field of pluralistic practice.
Research Question
The aim of this research is thus to understand the subjective experience of therapy in veterans who 
have been diagnosed with post traumatic disorder. Moreover, it was noted that if participants were 
to have had more than one form of therapy, this might broaden their capacity to evaluate their 
experience. With this in mind, we proposed to recruit participants who have had more than one 
form of therapy.
Semi-structured interviews were used as the method of data collection. This appears to be the 
method of choice when researchers are interested in participants’ perceptions, beliefs and 
experience of a particular topic (Smith, 1995). Interpretative Phenomenological Analysis (IPA) 
(Smith, 1996) was used to analyse the data. IP A compliments the research’s aims and the method 
of data collection. It is also relevant to applied psychology as it recognises that individuals’
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thoughts are not transparently available, and involves an analytical process whereby the researcher 
attempt to make sense of the individuals’ world (Smith, Jarman and Osborn, 1999). In line with 
this, I have included sections on reflection to elucidate how my previous conceptions and personal 
and professional background may have played a part in the interview and analysis process.
Method 
Procedure
As this is a niche population, recruitment was targeted towards organisations working with 
veterans and social media websites for veterans affected by PTSD. Therapists working in this field 
were also contacted to encourage individuals they know who fit the inclusion criteria to 
participate. Of the organisations contacted, two agreed to disseminate the call for participants 
among their clients.
Potential participants were sent the information sheet (Appendix II) and consent form (Appendix 
III). The information sheet provides a brief background and rationale for the research. It also 
explains the inclusion criteria. Given the widespread location of the participants, phone interviews 
were arranged for mutual convenience. Prior to the beginning of the interview, participants were 
again briefed about the background of the research, confidentiality, and verbal consent was sought 
to begin and record the interview. Subsequently, all the audio recordings took place after verbal 
consent.
Participants
In line with IPA’s theoretical orientation, samples are selected purposively. This means that 
participants are selected on the basis that they are able to speak about their experience of a 
particular topic under study. Also, as IP A is an idiographic approach, which seeks to understand 
perspectives of participants in detail, a small sample size of three was recruited. In addition, these 
participants fulfilled the inclusion criteria of being veterans (no longer serving in the military), 
diagnosed with PTSD and have had more than one form of therapy. Such homogenous sampling 
ensures that the research question is meaningful to this population (Smith, Flowers and Larkin,
2009).
In line with recommendations by Smith, Flowers and Larkin (2009), three participants were 
recruited. They explained that the benefits of a small sample size is that it allows for an in depth 
analysis in order to develop meaningful points without being overwhelmed by data, as the focus of
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IPA is on quality rather than quantity of human experiences. Below is a brief background 
summary of each of the participant to further contextualise their accounts. All efforts have been 
taken to ensure that participants’ confidentiality was maintained. So, the names presented below 
are pseudonym and information was altered if they were deemed may lead to identification of the 
participants.
Tony
Tony is male, Caucasian and currently 58 years old. He joined the Royal Marines at the age of 17 
years old and served for 14-15 years. In his military career, he participated in The Troubles in 
Northern Ireland, the Falklands War and the Greek Cypriot War. He was initially diagnosed with 
alcohol misuse and spent 3 years in alcohol rehab units. He then lived on the streets before he was 
picked up and identified as having PTSD. Subsequently, he was referred for treatment and has 
been in skills based group therapy and art therapy.
Charlie
Charlie is male, Caucasian and currently 55 years old. He joined the Royal Marines at the age of 
15 years old and served for 21 years. He participated in The Troubles in Northern Ireland and the 
Falklands War. He was medically discharged for arthritis, and then subsequently diagnosed with 
PTSD. He was also diagnosed with anxiety and depression disorder. He trained as a counsellor 
after his medical discharge. As part of his counselling trainings and treatment for PTSD, he had 
psychodynamic, existential, skills based group, art, person centred and cognitive behavioural 
therapy (CBT).
Richard
Richard is male, Caucasian and currently 46 years old. He joined the Royal Navy at 21 years old 
after he finished his university studies. He joined as an officer, and at the point of discharge, he 
was a commander. He served for 24 years and participated in the Gulf War, Sierra Lione Civil 
War and operations in Balkans and the middle east. Initially, he was diagnosed with Transient 
Ischaemic Attack (TIA) and Chronic Fatigue Syndrome. However, the treating physician 
suspected PTSD and he was later referred to a psychiatrist who confirmed this. Subsequently, he 
was treated with EMDR and TF-CBT.
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Interview process
Data was collected using a semi-structured interview, which lasted for about an hour. The 
interview schedule (Appendix IV) consisted of 5 main questions: ‘what do you understand PTSD 
to be’, ‘would you mind talking to me about your experience of therapy’, what did you think of 
your therapist’, would you undertake further therapy’ and would you recommend therapy to your 
friends/family, if at all. These questions were designed to help participants to recount and reflect 
on their experience of therapy holistically rather than to restrict it. The intention was for the 
interview to follow a conversational style and to develop on the participants’ narrative.
Throughout the interview, I remained vigilant to participants’ emotional state and aimed to use my 
counselling skills to provide a safe, containing environment for participants to explore their 
experience. As part of the debriefing process, participants were asked how they felt about the 
interview. All of them reflected that they felt fine and have found it beneficial to speak about their 
experience. Moreover, a follow up email was sent to thank them for their participation and to 
check if there were any concerns following the interview.
Reflection on the Interview Process
I have conducted a literature review on the efficacies of therapies for PTSD and researched 
practitioners’ experience of working with veterans. I have also attended military conferences and 
workshops, which gave me more background knowledge to draw fi*om, in terms of the current 
development in treatment on offer for veterans and the military in general. Whilst this allows the 
current research to be more grounded in this context, it also means that I need to be aware of 
bringing this into the interviews. I actively ‘bracketed’ my experience when carrying out the 
interviews to adhere to the aim of this research, which is to give the participants a voice in their 
experience (Smith, Flowers and Larkin, 2009). The way to facilitate this was to pay close attention 
to the words that participants used and demonstrate openness to exploring their subjective 
experience. Also, given my background in counselling, I was aware of balancing between 
hermeneutics of empathy and questioning. Indeed, Smith, Flowers and Larkin (2009) cautioned 
against ‘over empathie’ questioning which may risk turning the interview into a counselling 
session.
Ethical Considerations
Ethical approval was granted by the University of Surrey’s Faculty of Arts and Human Sciences 
Ethics Committee (Appendix V). Participants were made fully aware that their participation was
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voluntary, and that confidentiality would be maintained through pseudonyms. Also, the audio 
recordings have been stored on a password protected computer and will be deleted once the 
Practitioner Doctorate is completed in 2014. In terms of risk to participants, as they are reflecting 
on their experience of therapy, there is low possibility of sensitive materials surfacing. Also, 
participants were required to have completed all courses of therapy for at least one month at the 
time of the interview in an effort to reduce the risk of unresolved therapeutic materials. Moreover, 
drawing fi-om my background as a trainee counselling psychologist, I remained vigilant to 
participants’ emotional states throughout the recruitment and interview process.
Analytic Procedure
Qualitative researchers are mainly concerned with texture and quality of experience rather than 
cause and effect relations. There are four main approaches on offer for researchers who are 
interested in analysing subjective experience, although they vary on what constitute ‘data’. 
Grounded theory looks qualitative data at an explanatory level to arrive at a conceptual framework 
for a particular phenomenon. Discursive approaches are relevant if the research is interested in 
looking at interaction and communication through the use of language and cultural resources. 
Narrative approaches on the other hand are interested in various aspects of peoples’ stories such as 
content and structure. Phenomenological approaches are concerned about exploring individuals’ 
experiences in their own terms (Smith, Flowers and Larkin, 2009).
It is beyond the scope of this research paper to explore the epistemological positions and 
philosophical foundations for each of the methodologies in detail. For this reason, we are going to 
focus on IPA. This method is concerned with the phenomenology of personal meaning and sense 
making of specific context. In addition to that, it draws from Heidegger’s concept of hermeneutics, 
which elucidate an epistemological stance where, through careful interpretation on the 
researcher’s part, it is possible to access individual’s lived world. Thus, it goes beyond descriptive 
phenomenological approach to incorporate an interpretative element. Moreover, the researcher 
needs to maintain awareness of how they interpret the data. Here, the researcher engages in an 
‘active’ dialogue with the data drawing from their psychological knowledge and produces an 
analysis which is an interpretation of the participants’ experience (Willig, 2008). This double 
hermeneutics process has the added benefit of informing counselling psychology practice, as I 
bring my knowledge of clinical practice into the interpretation of the data (Biggerstaff, 2008).
Following the stages outlined in Smith, Jarman and Osborn (1999), transcripts were analysed for 
emergent themes, progressing from the micro analysis of one interview transcript to general
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categorisation where other transcripts were incorporated. Firstly, the interview transcripts were 
transcribed verbatim and throughout this process, attention was paid to subtle verbal cues such as 
intonation. The transcripts were then read a few times to engage with the flow of the conversation 
and to note any salient points from what the participants is saying. These were jotted on a 
designated left hand column on the transcript and could take the form of summarising, connections 
and preliminary interpretations. Following this, the transcripts were read in conjunction with my 
notes on the left hand column to come up with key words for emergent themes. At this stage, I am 
also drew from my knowledge of theoretical constructs and employed greater hermeneutics of 
questioning towards the data. This was then repeated for each of the transcripts. Secondly, the 
emergent themes were listed and connections are sought between them. Some naturally clustered 
together especially when they were similar across participants. Some were removed if they were 
not rich in evidence within the transcript. At times, new superordinate themes names were given to 
represent views across the transcripts. As the number of participants was small, it was easier for 
me to retain an overall mental picture of each individual case and draw more readily across 
participants. Finally, the patterns observed across the interviews were organised into master 
themes. These are presented in the results section and illustrated with participants’ quotes.
Reflection on the Interpretative Process
In comparison to the interview stage, where I actively bracket my prior knowledge, here, I actively 
brought in my previous knowledge of military field and psychological constructs to interpret the 
interview transcripts. Thus far, Yardley’s (2000) four evaluative criteria on assessing the value of 
qualitative work were considered. Firstly, regarding sensitivity to context, I have conducted a 
thorough literature review (Ishaq, Draghi-Lorenz and Brown, 2012) on therapies for combat 
related PTSD, and engaged attentively to participants’ material during the interview. Secondly, in 
relation to commitment and rigour, I demonstrated commitment in understanding this field by 
attending military conferences and workshops. In addition to that, a thorough and rigorous 
analysis of the data was also carefully carried out following IPA guidelines. Thirdly, in terms of 
transparency and coherence, stages and details of the data collection and analysis were outlined 
clearly. Also, in the results sections, themes were drawn from and supported by quotes from 
participants. Fourthly, in relation to impact and importance; as mentioned before, there appears to 
be a gap in the literature looking at veterans’ experience of therapy. Thus this research is able to 
contribute to an understanding of that. Furthermore, the clinical implications of this research will 
be explored in the discussion section which helps locate this research within the counselling 
psychology field.
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Results
Although participants varied in their experience and demographic backgrounds, it was possible to 
develop three master themes from the analysis of the data: The process of dealing with PTSD, 
perception of therapeutic alliance and the continuity of the therapeutic process. These master 
themes are explained and expanded below.
The process of dealing with PTSD
The first theme sets the scene for understanding how participants in this study experienced access 
to therapy. The theme articulates how participants navigate their way through the complicated 
healthcare system and faces external harriers to psychological care. However, at a deeper level, it 
appears that there were internal harriers to help seeking. Subsequently these influence their 
understanding o f PTSD and how it relates to them.
External and Internal Barriers in Access to Psychological Care
In describing their experience of therapy, all participants repeatedly referred to the process of 
gaining them. This appears to involve evaluation of the various institutions, which they have come 
across. Firstly, they described a complicated system of care between the military, NHS and 
associated charitable bodies which represent external harriers. Indeed, whilst in deployment 
soldiers are looked after by military medics. Moreover, upon post deployment or discharge, 
soldiers or veterans are subsequently under the care of NHS. This may result in patients ‘falling 
between the cracks’. Certainly, difficulties with the transfer of medical records and continuity of 
care have been reported (Sheriff, 2013).
I did feel a lot of anger about the services. They should have picked it up, because I 
was actually sent after a severe mortar attack in Northern Ireland, I was sent, I was 
sent on return to the hospital because I was getting agrophobic. (Tony)
Despite the clear indications of post traumatic difficulties after the Northern Ireland conflict which 
ended in 1998, it appears that Tony was only ‘picked up for PTSD’ recently which indicated a 
lack of continuity in care and understanding about PTSD:
6 years ago, in June (diagnosed with PTSD) <removed> I have spent erm, 3 years 
in alcohol rehab units, I spent 7,7 detoxes I’ve had. Alcohol detoxes and I’ve spent 
3 years sleeping on the street, erm before I was picked up for having PTSD. I was 
always diagnosed with just having a drinks problem.
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This lack of understanding of PTSD in mental health professionals was also reported by other 
participants. Richard articulated this clearly in his account:
I don’t think they know what to do with PTSD. Erm, some of the staff said, ‘we’re 
not trained in it’.
However, Richard appeared to have a higher opinion of the military’s mental health care than the NHS.
I had my medical board, I was being medically discharged. But like I said, what 
they (navy) didn’t do, was they didn’t abandon me... cos without them, the NHS, it 
just simply didn’t register with them. (Richard)
Richard offered the explanation that it may perhaps be due to the division he was in in the 
military. That the ‘Navy and the Air Force have a better understanding of mental health issues 
than the Army’. However, other participants were also from the Royal Marines but did not express 
this; rather I gathered a sense that they were navigating their psychological care in the NHS 
pathways. Perhaps, Richard’s rank and position played a part in ensuring that he received better 
access to care in the military; his rank would not have had the same effect or recognized in the 
same way in the civilian healthcare system.
I think it made a difference that, that I was an officer, and a bit more senior officer 
and I had also by that time, became an expert, a navy expert I suppose in my area.
Also, in terms of practical barriers, all participants spoke about their frustration with the 
inadequate psychological care that was provided. Moreover, they were acutely aware of the lack 
of funding and resources within these institutions. Although the lack of funding presents a 
practical barrier in access to care, I wondered if there are internal barriers in access to care too.
This can be observed in the contradictions within Tony’s account when he spoke about the types 
of therapy that are on offer. He noted the lack of options and that ‘there isn’t much else’, however 
later commented that at a treatment centre, there were ‘a lot of groups on <a particular>day’ and 
added that one ‘can do 2 a day is enough really’. Perhaps, at a deeper level, the changes were 
taking him out of his comfort zone and area of familiarity. Moreover, this appeared to transform 
into a resistance and directed towards the ‘NHS’ as an entity that is taking over the treatment. 
Tony could not make sense of the change:
They reckon, it’s funding. It’s not funding, they want it more like a hospital, and 
you can’t deal with PTSD like a hospital.
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Perhaps the presence of a ‘powerful’ corporation is reminiscent of the structure of command in the 
military (Stack, 2013). The treatment centre seemed to be controlled by the ‘NHS’ and identity of 
the treatment centre and emotional bonds within this community seem to be threatened (Kirke, 
2010).
All the staff for years, with all the experience, they’ve all gone, they’ve all been 
sacked, because they, it’s all NHS, they want to change everything.
Charlie also alluded to the presence of an authoritative system. I was struck by the concreteness in 
his experience of diagnosis as a gateway to therapeutic treatments and in the word ‘regime’ that he 
used to describe this. Moreover, this tension and resistance towards authoritative systems seems to 
extend to the therapeutic modality that participants choose to undertake. Charlie was hesitant 
about starting CBT because of its status and the government ‘dictating’ that it is the best treatment. 
The word ‘dictating’ used in this context assumes that CBT was ‘an order or principle that must be 
obeyed’ (Oxford Dictionary, 2014).
... and then dictating that that is the best treatment (CBT)...
Self in relation to PTSD
In the process of dealing with PTSD, the participants expressed that gaining an understanding of 
what they were experiencing was not a straightforward process. All of them reflected on the 
elusive nature o f PTSD, where its somatic symptoms could be interpreted as something else. 
Initially this also has the added negative effect of deterring access to appropriate treatment.
I have my sort of, what they call a TIA, Transient Ischaemic Attack which is sort of 
the body letting go. I came down with Chronic Fatigue Syndrome initially, went to 
AA to be treated for that or learn to manage it and whilst I was there, the OT’s sort 
of form a tentative diagnosis, and then I was referred to a navy psychiatrist who 
confirmed it. (Richard)
The involvement in therapy started the process for participants to conceptualise their experience of 
PTSD. All recalled traumatic episodes resulting from combat exposure:
So, I was in charge of the down below, firing of the guns, missiles that sort of thing.
I was a left hand commander, and you know, I did some stuff that was outside the 
normal Navy career. So, a lot of my stuff wasn’t ship based, it was shore based.
179
Some was that where my incidents came from. They were, we identified, probably 4 
major incidents through service. (Richard)
Although combat experience was perceived as a prerequisite for PTSD, they also felt that other 
factors such as events during the childhood, bereavement, marital breakdown compounded the 
effects of PTSD. It appears that in therapy, Richard has observed this and it made sense for him. 
Indeed Iversen, Fear, Simonoff et al (2007) found that UK combatants who reported childhood 
adversity were more likely to experience mental health problems on return from deployment.
... Plus we think there were some pre cursor incident in childhood as well and the 
university and so, it was going to happen. (Richard)
Initially, Tony appeared to agree with the notion that many factors come together to compound the 
effects of PTSD and that childhood adversity is part of it. However, when he later compares 
himself to others, he became uncertain that his experience held true. It appeared that social 
comparison played a part on how he makes sense of PTSD. In particular, he perceived a difference 
in the degree of PTSD based on whether one can hold down a job:
Now, if you can hold down a full time job, I don’t think you’ve got PTSD very 
badly. Because I have to take medication just to go shopping.
Moreover, it was also in social comparison that participants found comfort. All of them spoke 
about the normalising effect of being with and knowing that there are other sufferers out there who 
share the same experience and difficulties. They found this a valuable and illuminating experience.
I suddenly realised, there are lots of people here who was the same as me.
It seemed that ‘PTSD ’ as a concept is experienced as welcomed evidence and allowed them to 
take the blame off themselves and adopt a less punitive view towards their self-concept (Douglas,
2010). This was especially true for Richard who felt that because ‘PTSD’ is a known concept; 
something can be done about it. Understanding this had a qualitative and emotional impact on 
him:
Whilst it doesn’t necessarily stop them from coming, at least I understand better 
and it’s not quite frightening as before, if that makes any sense.
On the other hand, for Charlie, PTSD was a label that represented a compromised identity and did 
not serve any real value or purpose. Instead it was a ‘tool that veterans have to get any form of
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recognition’. The word ‘tool’ suggested that it was an instrument to serve a pragmatic purpose. 
Indeed, he said:
It actually just gives you a few labels and perhaps, well, a pension? A pension, so in 
some way, it may serve as a resource for money.
Despite not finding PTSD label useful, Charlie referred to ‘PTSD symptoms’ throughout his 
account. This suggested that there were two ways of understand the concept of PTSD- one as a 
stigmatising label and one that embodies and explains their experience. Moreover, it was the 
acceptance of the later that helpfiil for Charlie.
The classic is sleeplessness, I suffer from sleeplessness. Now, erm, however, I don’t 
fight the sleeplessness, I accept that sometimes I get very little sleep... you get out, 
you make yourself a cup of coffee, you get up there, you still can’t sleep, you will 
have that. People with PTSD, all through your lives... but I just get up... I’ll do 
whatever, because I know, sleep will come and there is no point in fighting what 
your body is telling. (Charlie)
This notion of acceptance was used repeatedly by the participants to express a sense of resignation 
to the durability of the effects of PTSD. It was also used as a way of learning how to manage and 
integrate this into their life. However, a closer look at the accounts revealed different levels of 
acceptance. For Tony, there was a sense of surrendering to effects of PTSD, and that it was 
something that he has to ‘learn to live with’. However, there still appeared to be a hope that it will 
be ‘taken away’ and an active effort was made to achieve this. His account below illustrates the 
ambivalence towards acceptance:
I’ve come to believe and I do believe, I don’t care what anyone says. I’ve had it long 
enough to realise that, you can’t recover from PTSD, what you have to do is, leam to 
live with it... Every day I wake up. I’m in fear when I open my eyes. I take 
diazepam, I take paroxetine. I take painkiller. And I, and I, if could, I would take it 
everyday to take it away.
Richard seemed to develop a deeper level of acceptance, one where PTSD was no longer just a 
label, nor perceived as stigmatising. It appears that Richard looked past the label and found that it 
embodies his struggles.
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Actually, through the session with him, I came to believe it. Actually yes, I did, I 
really have this thing. Erm rather than a label that I was given. I suppose, once I 
registered that I have it, actually that enabled me to accept it. Actually I find it 
almost reassuring in a way. (Richard)
In Charlie’s account, his level of acceptance extended to a ‘philosophical level’ and involved the 
acceptance of losses. He vividly describes his loss of innocence, mourning for that loss and 
subsequently accepting that and moving on.
Accepting the loss. That’s the loss, lots and lots of loss. And not just the loss of my 
best friend for instance. Also, a loss of a significant part of me which I had before I 
went to war, which was the loss of innocence. I have to mourn for that loss of 
innocence. And that innocent being, I have not been to war, the horrors of war 
when I went to war. Loss that part of me. Mourn that part of me to move on.
Perception of Therapeutic Alliance
The second theme ‘Perception of Therapeutic Alliance’ concerned participants’ involvement in the 
therapeutic process. Therapeutic alliance was defined by Bordin (1979) as including “three 
features: an agreement on goals, an assignment of task or series of tasks, and the development of 
bonds” (p.253). This definition combines both the technical and relational aspects of a successful 
therapeutic alliance. Moreover, analysis of participants’ accounts suggested that therapeutic 
alliance is not a unified construct (Bachelor, 1995). Instead individual characteristics contributed 
to the building or rupture of the therapeutic alliance. Participants also spoke about therapists’ 
characteristics where their personal attributes such as being warm, caring and technical 
knowledge or intervention contributed to the development of therapeutic alliance.
Individuals ’ characteristics
All participants have had more than one form of therapy. Their experience of what was useful and 
what was not, differed from one another, which was in line with Bachelor’s (1995) findings. It 
appeared that individual characteristics such as personality traits, self-stigmatisation, military 
identity and background all contributed to the perception of therapeutic alliance.
Tony seemed to be a creative and alternative individual. In his account, he described art therapy 
and poetry writing as the right fit for him. Moreover, this creativity allowed him to engage in art 
therapy, which he found ‘powerful’, ‘honest’ and ‘emotional’. However, I wondered if at a deeper
182
level, he was also drawn towards these therapies because they highlights his creativity and thus 
derives empowerment from performing well in them.
Yeah, this one (art therapy) you have to be invited to. The one on the Friday is 
when they invite people to do it.
I do a lot of poetry cos I find it very easy to do. Erm, but some people struggle.
Other than art therapy and poetry writing workshops, he also found other alternative therapies 
such as chi-gong and acupuncture useful. Moreover, he expressed strong negativity towards CBT. 
In exploring the reason for this, it appears to relate to his preference to engage in activities that 
departs from mainstream or norms. This is illustrated in the interaction below:
Tony: CBT, well, in XX they want me to do it <removed> But my CPN whom 
I’ve seen for 3 and half years <removed> doesn’t think I’ll be suitable for it.
Researcher: Why not?
Tony: I don’t know. He just said “I don’t think you’ll be suitable for it, T”. He 
knows better than me, it’s his job.
Researcher: So <removed>
Tony: See, what I find, what I’ve noticed, put XX and any mental health 
agencies, what they tend to do is that, everybody is suitable for everything type of 
thing, and it’s not. Everybody’s different.
There also appeared to be uncertainty around the efficacy of CBT and EMDR based on his 
observations:
CBT, I’ve seen lots and lots of people who have done CBT, and it hasn’t made an 
actual difference. Really. It’s like EMDR, and they were actually worse than when 
they started.
However, I wondered if this uncertainty communicates a deep level fear of what if these therapies 
fail him too, just like how he observed they have failed others.
The group before the last, one of the guys committed suicide. It’s too much. Too 
much too quick... you know it’s a bad bad thing. And you can’t be playing around 
with it.
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Failure here has the consequence of one losing their life. Considering that the symptoms he 
reported such as “fear”, “I can’t go into busy shops” and “I get panicky” are adaptive responses 
and important for survival in combat (Hoge, 2010), his fear based on his observations are valid. 
Considering the military culture, Hoge (2010) wrote “warriors are more independent, but this may 
make it difficult to tolerate authority at work” (p xiv). The issue with authority was mentioned in 
earlier parts of this analysis, moreover it also seemed to affect Tony’s perception of therapeutic 
interventions. Specifically, in psychoeducation groups, he felt trivialised- like a child. This is 
reflected in psychotherapy research where parallels were drawn between the therapist-client 
relationship to the parent-child relationship (Zur, 2009).
What’s the pros and cons, were looking at each other, we all sat there, it’s like when 
we were kids, and I mean, this is ridiculous, I thought we were grown adults here.
Along similar lines, Charlie also experienced this tension with ‘doing to’ therapies such as CBT. 
In CBT, the therapist plays an active role in imparting techniques (Wright and Davis, 1994). The 
role of a CBT therapist has been likened to ‘teacher’ (Chen and Davenport, 2005), which 
suggested a difference in power dynamics within the consulting room. This tussle for power 
appeared to have played out between Charlie and the CBT therapist who “followed the script” by 
“hook or crook”. This appears to lead to a parent (therapist)-child (client) scenario happening in 
the consulting room:
I said “are these CBT forms”? “Yes”. “I just told you I’m not filling these forms.
Then I went into a monologue for 15 minutes without him erm responding to 
anything, I said, he said “we’ll book again for fortnight”, I said “no, we’ll book 
again for a week”.
I went back a fortnight later. The first thing he did was to put some form in fi*ont of 
me to fill in. I screwed tem up into little balls and threw them across the room.
However, Richard seemed to report a therapeutic relationship where the power differential seems 
to be more negotiated and balanced. In his account, he described in technical detail the variety of 
CBT skills and techniques he knows such as “relaxation techniques”, “sleep hygiene”, “wise 
mind”, “grounding techniques” and found them “very helpful”. Moreover, his therapist also 
described him as “more intelligent than the sort of average punks that they got here”. He also 
appeared have a stable self-concept in relation to this, referring to himself as having a “half decent
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brain”. Despite this, Richard alluded to the power differential between the therapists and client 
through the phrase “to some extent”.
I felt involved throughout and I suppose what I did was, ok, to some extent. I’m in 
control here as well (speaking about his experience of EMDR and CBT).
I wondered if the observed difference was due to Richard’s position as an ‘officer’ which 
influences the way he internalises power differential and relate to his therapist or healthcare 
professionals. Presumably he was used to dealing with individuals in authoritative positions, thus 
felt more able to see himself as an equal in therapy. The power dynamics could also be affected by 
an internalisation o f stigmatisation where ‘internalisation of negative beliefs, behaviours, and 
myths about mental health that arise within military organisation’ (Osorio, Jones, Fertout and 
Greeberg, 2012). Charlie appeared to illustrate this in the following excerpt when he was making 
sense of his experience of art therapy:
They asked me to be creative, there’s a massive assumption that war veterans can 
paint. It’s just, it annoys me.
Identification with military identity could also be a factor in determining the development of a 
therapeutic alliance. Charlie referred to his training in the Royal Navy and the motto he 
subsequently incorporated as a way of life. In existential therapy, he found the theoretical basis an 
alignment to his military inspired ‘way of life’.
I think it (existential therapy) suits former Royal Marines really well, because life is 
moving on, and doing the best they can, and 100%.
Perception o f therapists ’ qualities
In the participants’ accounts, it appears that therapists’ personal and professional characteristics 
influence the development of successful therapeutic alliance. It has been suggested that therapists’ 
personal attributes such as ‘flexible, honesty, respectful, trustworthy, confident, warm, interested 
and open’ contribute positively to the alliance (Ackerman and Hilsenroth, 2003:1). Indeed, when 
describing their experience of therapy, participants referred to their therapists characteristics such 
as personality, age and life experience. Moreover, it also appears that there is not a distinct 
difference between personal and professional attributes.
As mentioned in the previous section, Tony found art therapy the most effective therapy for him. 
This appeared to be closely linked to how he perceived art therapists as a whole:
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The art therapists are the best therapist at PTSD without a shadow of doubt.
Moreover, other than his individual characteristics, hé referred to her (art therapist) personal 
attributes as a key determinant in the development of therapeutic bond. He praised her as 
“absolutely brilliant” and described her as “very gentle”, “very human” and “genuine”:
When she feedback on your work, you could tell that she believes what she said
Unpacking this further, the sense of personal and professional attributes seems to be linked 
together. Charlie was aware of the limits of confidentiality as part of professional’s duty of care. 
However, he expressed that he trusted her and seemed to suggest that she has good judgement in 
regards to this.
The risk assessment side if there’s something going on, she gotta report it, that’s 
part of the job. But apart from that, she’s genuine, cos she’s honest.
Along similar lines, Charlie attempted to make sense of his positive experience in existential 
therapy. Thus far, Charlie’s strong identification with the military has been illustrated. A general 
theme from Ishaq, Draghi-Lorenz and Brown (2013) suggests that the building of rapport is much 
quicker if therapists are themselves veteran. In this case, if stronger degree of similarity is 
perceived between therapist and client, this might lead to a more positive alliance (Herman, 1998). 
Indeed, this seems to be the perspective that Charlie initially hold when making sense of his 
therapeutic experience. However, in the pauses, he appeared conflicted and concluded that 
personal attributes were more prevalent:
She had to have some <pause>. She had to have an understanding of, erm. No she 
doesn’t. She was just very wise, she was very good in what she did.
I wondered if the word “wise” indicates qualities that extend beyond personalities and age. It 
seems to me that there is a synthesis of personal and professional knowledge that brings about a 
sense of deep confidence, which is similar to the concept of a “holding environment” (Winnicott, 
1965). I wondered if the participants doubted this in some of the therapists:
Some of the psychotherapists look like they’re kids. And they haven’t seen life.
Don’t talk to me about life (Tony)
Perhaps, the perceived lack of life experience is linked to their ability to contain, as just before this 
excerpt, he spoke about the seriousness of PTSD and that it is “something that you can’t be
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playing around with”. The concept and importance of “containment” is clearly illustrated by 
Charlie:
I told her what was going on in my life, and she had a good ciy. <removed> Well, 
that she could handle my stuff. She couldn’t hold it.
This concept is perhaps more important considering the experiences of these participants. 
Participants have so far described life changing PTSD symptoms and war experiences, which 
appears to reach to the core of the person and change them from within. Hoge (2010) illustrates 
this in his account “coming back from combat deployment is like returning to the three 
dimensional world after experiencing a fourth dimension. It’s hard to sort out who is really crazy 
you, or the rest of the world” (p xiv). Also periods of deployment and tours could at times means 
that they miss out on their children’s development or a sense that their partners will never 
understand. As Charlie put it “it’s sad. All my life stoiy is really sad”. Richard also spoke about 
the value of a “holding environment” which allowed him to explore his traumatic incidences from 
combat:
It was hard (exploring his traumatic incidences in EMDR), it was hard, but I had 
faith in him that he was going to bring me out the other end.
In addition to a metaphorical ‘containment’, he also pointed towards the ‘physical containment’ 
and found it beneficial in allowing him to feel safe to explore his trauma:
When I was an outpatient, being in EMDR and stuff, if you know you’re going to be 
back in the real world, in half an hour’s time, you are much more reluctant to go to 
places that scare you, you know during a session
Continuity of the therapeutic process
The third theme ‘Continuity of the therapeutic process’ represented a personal and professional 
development. The participants appeared to have incorporated some of their learnings from therapy 
and demonstrated a continuity of the therapeutic process. Participants described a development 
and building of personal knowledge from one therapy to the next. Furthermore, all participants 
spoke about the effects of therapy that extends beyond the consulting room and into the future.
Charlie reflected on his journey through various therapies. It may be the case that each therapy 
‘sow the seed’ for the next therapy. Charlie seemed to allude to the fact that being in the military 
had an impact on this:
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I was not as engaged, I didn’t come out of services, not many years. Previously, I 
wouldn’t have engaged in therapy like I engage in therapy now.
For Richard, the continuity effect of therapy was more prominent and allowed him to develop on 
his previous self-knowledge.
That was the EMDR, and actually, I think without that. I, we wouldn’t have gotten 
so far with the trauma focused CBT at XX. Because I think I went in there, with a 
reasonable understanding with how everything was connected.
Moreover, for Charlie, the experience of various therapies had given him insight into the kind of 
further therapy and quality of therapist he may seek if he requires it. Having been in at least 6 
different types of therapies, he felt that if he really needed a fresh outlook at his life, he will 
probably go “left field and see someone who’s into Buddhism or something really different”. 
However, he also felt that he would choose someone who has “been to war”, so that he “doesn’t 
have to tell his story from the beginning”. It appears that despite his earlier notion that the 
therapists’ attributes are an important factor for therapeutic success, having an inherent shared 
understanding of the military culture would make it qualitatively different. This appears to be 
observed and alluded to by Charlie:
I would ultimately like to work with veterans, because I understand their language.
He described his own struggles in expressing “feelings” although he is “more articulated than our 
average private soldier” and felt that if one could express themselves better, it will help others to 
help them. Moreover, it appears that the influence of his own difficulties had an influence on the 
development of his desire to help others, which is synonymous to the use of self in the concept of 
the ‘Wounded Healer’ (Miller and Baldwin, 1987).
For Tony, he expressed a continuity of the therapeutic process through sharing his experience with 
others:
I do a lot of poetry. I’ve written a book, that I’ve got up with CC at the moment.
They’re looking at it, an editor is looking at it and it’s called A. It’s about my life 
from childhood, through training, through the Royal Marines, through living on the 
street, addiction, rehabs, hospitals, er and up to where I am now.
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Discussion
Overview of Findings
In answer to the research question of subjective experience of therapy for veterans who have 
been diagnosed with PTSD and been in more than one form of therapy; we found three master 
themes. They described the process they undertook in dealing with PTSD, their perception of 
therapeutic alliance and continuity of the therapeutic process. These responses appear to 
encapsulate their perceptions towards therapeutic process which suggests an intricate link 
between psychological therapy practices and the military culture.
In the previous section, I presented the results in relation to the current literature. Here, I will 
draw the findings together and discuss ones which are prominent.
When asked to describe their experience of therapy, all participants spoke about how they 
navigated through the healthcare system. Osorio, Jones, Fertout and Greenberg (2012) reported 
that the perception of stigma and organisational barriers to care can influence UK’s military 
personnels’ decision to seek care. In line with this, participants in the current study described a 
lack of understanding of PTSD among mental health professionals and a lack of adequate 
psychological care. Moreover, Osorio et al (2012) reported that inaccurate knowledge about 
organisation’s help, perceived efficacy of clinical services and not knowing how to get help are 
the most commonly reported barriers to care. It appears that participants from this study also 
reported internal barriers to accessing psychological care, such as self-stigmatisation. Indeed, 
Osorio et al (2012) noted its prevalence internationally within the military field. They proposed 
that stigmatising beliefs can be influenced by public stigma, perception that it will affect their 
military career and that their character will be viewed as flaw or weak.
In a phenomenological analysis by Bachelor (1995), she identified three distinct type of 
therapeutic alliance: nurturant, insight-oriented and collaborative which suggests that different 
clients prefer different types of alliance. Her findings resonate with the current study; it appears 
that each of the participants prefers a different type of alliance. The nurturant-type was described 
as ‘respect, nonjudgmental, empathie understanding and attentive listening’ (p 4). This appears 
to resonate with Tony’s perception of positive therapist qualities such as “genuine” and “you 
could tell that she believes what she said”. Insight-oriented alliance was ‘characterised by 
improved self-understanding gained through clarification of client material’ (p 5). Charlie 
describes himself as an “introspective” person and in his account of acceptance of PTSD at a
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“philosophical level”, seems to indicate that insight-oriented alliance is most suited for him. The 
third type; ‘collaborative alliance’ describes ‘client’s active involvement’ and acknowledgement 
that the ‘work of therapy and positive change was not exclusively the therapist’s responsibility’ 
(p 6). Richard accounted a more negotiated and balanced therapeutic relationship. Moreover, 
there seemed to be an active integration of CBT skills and techniques to his daily functioning.
In the current study, participants appear to describe the issue of power and authority. This was 
spoken about in relation to access to care, as well as perception towards therapy. The rank and 
position of one of the participants appears to have given him a slightly different experience 
compared to others. This appears in line with findings by Stack (2013) who examined the power 
dynamics in ex-military clients. She noted the effect rank has on how clients perceived 
themselves in relation to other sufferers and to the therapist.
Clinical Implications
Considering the difficulties that participants reported, it appears that improving access to care 
appears to be important. In this population, it takes the form of tackling stigma as well as 
offering more military specific services (Iversen, Dyson et al, 2005). The external barriers to 
help described in this study are in line with Iversen and Greenberg (2009). They reported that 
mental health problems in ex-service personnel are often presented in a complex way. They are 
usually compounded by multiple social problems such as difficulties with employment, marital 
breakdown and debt and not fitting in with existing diagnostic/treatment algorithm. Moreover, in 
extending this to those diagnosed with PTSD, we see a more complex picture emerging and one 
that is more difficult to treat. Indeed they recommend clinicians to help post combat veterans to 
verbalise their psychological difficulties by asking about ‘sleep/nightmares, family/marital 
relationships, mood, anger, persistent intrusive recollection/rumination about combat experiences 
and alcohol use’ (Iversen and Greenberg, 2007:105). This supports the notion that more 
dedicated care should be given to military field as clients are presented with a different set of 
problems compared to general PTSD. There seems to be a move towards increasing this as 
detailed in the Armed Forces Covenant (MOD, 2011) which lists the “tangible commitments the 
government has made to the armed forces”. This includes breaching the gap between military 
and civilian help and ensuring that veterans have access to health professionals who have an 
understanding of the military culture. This study has demonstrated that knowledge of the 
nuances in the military culture and what PTSD constitutes is important for work with this group 
of clients. This may aid the development of therapeutic alliance or relationship which is
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fundamental to the counselling psychology field (Woolfe, Strawbridge, Douglas and Dry den, 
2010).The findings of this study also points towards the differences in how individuals perceive 
the therapeutic alliance (Bachelor, 1995). Consistent with Ishaq, Draghi-Lorenz and Brown 
(2012), a case was made for pluralistic counselling, where we meet clients as they are and 
demonstrate flexibility in our approach (Cooper and McLeod, 2012).
Limitations of this Study and Future Research
The qualitative approach utlised in this study meant that the results could not be generalised and 
considered to be fully representative of veterans’ experience. However, with the homogenous 
sample employed in this study, the findings could be used to inform experiences of individuals in 
a similar context. Furthermore, the small sample provided for richer data and more in-depth 
analysis, which represented the aim of IPA. A different way to approach this study could have 
beeen to select and focus on analysing an individual case. A deeper analysis may have revealed 
the various complexities in the military culture and its manifestation in the consulting room. For 
instance, Charlie’s experience could have been focused upon, to unpack the effect of military 
rank on the power dynamics within the consulting room.
It is worth noting the recruitment of participants for this study has not been a smooth process. A 
wide call for participants was placed, which included contacting numerous charities, private 
practitioners and advertisement on social media, but response rate remained low. This was partly 
due to pragmatic restrictions such as time constraints, but perhaps reflected the difficulty in 
accessing this population. This may be due to the topic explored, as therapeutic experience is a 
fairly personal endeavor and speaking in depth to an outsider about this could feel exposing. 
Furthermore, explaining how one dealt with their traumatic experience can be emotionally 
demanding, which may deter individuals. The emotional effect of these interviews was observed 
in two of the participants. They reported finding it a personal achievement to be able to recount 
their experience to someone. They were expecting it to be emotionally demanding, one where 
they would not be able to manage. Although participants were asked for feedback after the 
interview, participants often spoke about their experience of talking about the topic. Therefore, 
feedback on the interview process, such as the perceived impact of the researcher or the 
questions was rarely discussed. This could be minimised by piloting the interviews and 
specifically requesting for feedback on the influence of the researcher. This would have allowed 
the researcher to have greater awareness of their role and to be more mindful in subsequent 
interviews.
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All interviews for this research were carried out over the phone. Previous studies have suggested 
that interview modes might yield different results especially between face-to-face and telephone 
interviews. With telephone interviews being the favored method for short, structured interviews. 
However it has also been argued that, of more prominence is the suitability of method for the 
topic under study. For sensitive topics and hard to reach respondent groups, telephone 
interviewing may be less intrusive, or produce higher opportunity for data collection (Sturges 
and Hanrahan, 2004). The later is especially relevant in this study, as participants who signed up 
for this study were scattered around the country. Also, as participation in this study was 
voluntary and they would not be reimbursed for any costs incurred. For pragmatic purposes, this 
mode of interviewing appeared more suitable. However, the more subtle dynamics of a visual 
communication may have been missed, especially for a highly interpretative mode of analysis 
like IPA. Face to face communication may have enhanced the role of the researcher as an active 
participant in the interview, and visual cues may have led to richer analysis of the data. 
Furthermore, the effect of the interview, or the questions posed on the participant could have 
been more closely monitored. This in turn could have allowed for the interviewer to manage and 
proportionate greater power balance between the interviewer and interviewee (Brocki and 
Wearden, 2006).
Throughout the analytic process, reflective journals were maintained and the supervisor was 
consulted. This was done to ensure that interpretations and the development of master themes 
reflected participants’ experience. However, to further enhance the reliability of this study, it 
may have been useful to involve the participants in the analytic process. One way to achieve this 
would have been to share and invite participants to comment on the interpretations of the 
interview transcripts. This also would have the benefit of enhancing rigour and transparency 
(Yardley, 2000) of the analytic process.
The participants recruited in this study were all males. Which may risk experiences of female 
clients being neglected. Traditionally, males dominated the military and issues of masculinity 
have been widely discussed in the literature (Woodward, 1998). Moreover, increasingly more 
women are involved in the military. Certainly, in the United States, the ban on women serving in 
small front line combat units has been lifted, allowing them more opportunities to serve 
(Alexander and Stewart, 2013). UK could be following suit, with plans for women to be given 
combat roles in the UK (MacAskill, 2014). Future direction in research could look at 
experiences of female veterans in therapy. Gender commonalities and differences could also be 
an avenue for further research.
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Appendix I: Further Reflection
I often reflected on the military-civilian divide and how this makes me feel as a civilian 
researcher who has no ties to the military. In some of the workshops and conferences I attended, 
I sometimes feel like I was ‘excluded’ or ‘marginalised’ because I am a civilian. I have shared 
this feeling with other civilian delegates too who have felt the same. I recalled sitting in these 
events searching frantically for links to the military so that I could feel included and be part of 
them. Last year, I interviewed practitioners who were working with veterans, and their view 
appears divided in that some felt that it was important for therapists in this field to have a 
military background. Whilst others have said that clients appreciated that they were not from the 
military. However, the divide between them and us is one that seems to permeate conversations 
and research (Stack, 2013). In the process of carrying out her research. Stack (2013) also spoke 
about the sense of ‘them vs us’. When she divulges her links to the military, she was considered 
to be ‘one of us’ and subsequently felt special. However, when perceived as a civilian, she felt 
‘excluded’, and rejected especially when civilians were vilified. I remember attending her talk, 
where she encouraged civilian therapists and researchers to persevere. I found this empowering, 
and was more able to take a comfortable and self-accepting stance.
In this research, I experienced a similar feeling where. One of the participants have a strong 
sense of ‘them vs us’. In the excerpt ‘you have combat experience, war veterans don’t need to 
talk about war to each other, because they just know’ and his later conclusion that he would look 
for a therapist who have military experience again, brought out the therapist in me which feels 
inadequate and rejected. However, in analysing the data, I have to be continuously aware of this, 
and be aware of not projecting these into the analysis.
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Appendix II: Participant Information Sheet
The Therapy of Combat-Related Post Traumatic Stress Disorder: Veterans 
experience of therapy, what does and what does not help?
What is the research about?
It has been observed that the current literature surrounding military psychology in the UK has mainly beer 
focused on determining the incidence rate and causal relation between events and its psychological effects 
on military personnel. Moreover, what is less explored have been their subjective experience and 
engagement in psychological therapy. Although there is a move towards understanding this, most are 
focused on clients’ general experience of therapy. It appears that there is a gap in the literature for a 
research that examines the experience of veterans who have been in specific type of psychotherapies.
How can vou help us?
If you have been diagnosed with Post Traumatic Stress Disorder (PTSD) and have had more than 
one form of therapy, we would like to hear about your experience. You may not be aware of the 
kind of therapy you received, if in any doubt, please contact me (m.ishag@surrev.ac.uk) to 
clarify.
Would this studv cause anv distress?
As you are reflecting on your experience of therapy, we do not envisage any emotional distress 
from this interview. Please see section on ‘After the interview’ for more information. This 
research has received a favourable ethical opinion from University of Surrey’s Faculty of Arts 
and Human Sciences Ethics Committee.
How will we manage the information vou provided?
All the information you provide will be confidential and will be used for the purposes of the 
study only. You will be required to sign a form (attached to this information sheet) to indicate 
your consent. This will be kept separate from the questionnaires to ensure anonymity.
Withdrawing from the studv
If for any reason, you would like to withdraw from this study, please let me know anytime before 
1st May 2014 by emailing m.ishaq@surev.ac.uk. Any information collected from you will not be 
used in this study.
Who is conducting this research?
My name is Masrita Ishaq and I am currently working towards a Doctorate in Psychotherapeutic 
and Counselling Psychology in University of Surrey where this study forms a part of the 
accreditation. I can be contacted at m.ishaq@surrev.ac.uk if you require further information.
What if I have anv concerns?
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If you wish to speak to someone other than the researcher please contact Dr Riccardo Draghi- 
Lorenz who supervises this research. He can be reached at r.draghi-lorenz@surrev.ac.uk or 
01483 686 814.
After the interview
If you feel the need to speak to someone after the interview, you could contact Combat Stress’s 
24 hours helpline at 0800 138 1619 or the Samaritans’s 24 hours crisis helpline at 08457 90 90 
90. If you require information on reduced or low fee counseling, please contact BACP or UKCP 
for accredited psychotherapists in your area.
Thank you!
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Appendix III: Consent Form
CONFIDENTIAL
UNIVERSITY OF
The Therapy of Combat-Related Post Traumatic Stress Disorder: Veterans 
experience of therapy, what does and what does not help?
Consent form
Please tick all the boxes then print your name and date this part of the form.
21 I have had an opportunity to read the information sheet, ask any questions and I agree to 
participate in this study about therapy for combat-related post traumatic stress disorder.
I I understand that the data collected for this study is strictly confidential and I will not be 
identifiable in any report of this study.
21 I understand that the participation in this study is voluntary and I can withdraw by contacting 
Masrita Ishaq at m.ishaq@surrev.ac.uk before March 2014.
Print Name: 
Date:
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Appendix IV: Interview Schedule
Interview schedule
Thank you so much for your time.
Before we start with the interview, I want to give you in a nutshell what we’re trying to get at 
with this research. I understand that you have had different kinds of therapy. So we are interested 
in understanding your overall experience of therapy. Basically, we are trying to be very open and 
creative to get a holistic picture. There is no right or wrong way to describe your experience so 
please say anything that comes to your mind.
I want to stress again that what you say today will be confidential. So, your name or any names 
or other identifying details mentioned will be omitted/changed and will not appear in the final 
research, unless you choose to. If you decide later on to omit some details fi*om the interview, or 
pull out fi*om the interview, you are free to do that at any stage.
This interview will take about 50 to 60 minutes.
Ok, before we start, would it be ok if I record the interview?
Personal details
Let me start by taking some personal details.
Can you tell me your age?
What kind of therapies have you been involved in? (look for chronological order) If you do not 
know the name, could you briefly describe the structure like, 6 sessions, activities etc.
What is your background in the military?
Position or rank
how long were you in the military
what age were you when you joined
may I ask which war or conflict did you participate in
when did you leave or discharged
Diagnosis
When were you diagnosed with PTSD? (how long ago?)
Do you have any other diagnosis? Eg, depression
Experience of Therapy
1) What do you understand PTSD to be?
2) Would you mind talking to me about your experience of therapy?
3) What did you think of your therapist/s?
4) Would you undertake further therapy?
5) Would you recommend therapy to your friends/family. If at all?
Debriefing
Ok, that would be all of my questions. Thank you very much for helping me out with my study. 
How do you feel about the interview?
You would be able to get a copy of the recording and/or dissertation. Would you like that?
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Prior to submission, please carefully read and follow the submission guidelines detailed 
below. Manuscripts that do not conform to the submission guidelines may be returned 
without review.
Submission
Starting in 2012, the completion of a Manuscript Submission Checklist (PDF, 42KB) that 
signifies that authors have read this material and agree to adhere to the guidelines is 
now required. The checklist should follow the cover letter as part of the submission. 
Submit manuscripts electronically (.rtf, PDF, or .doc) via the Manuscript Submission 
Portal.
Submission 
Portal Entrance
General correspondence may be directed to
Terence J. G. Tracey, PhD, ABPP Arizona State University Counseling and 
Counseling Psychology 446 Payne Hall, MC-0811 Tempe, AZ 85287-0811 
General correspondence may be directed to the Editorial Office via email.
In addition to addresses, phone numbers, and the names of all coauthors, please 
supply electronic mail addresses and fax numbers of the corresponding author for 
potential use by the editorial office and later by the production office.
Keep a copy of the manuscript to guard against loss.
Manuscript Details
The Journal of Counseling Psycholog/' publishes theoretical, empirical, and 
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Manuscripts should be concisely written in simple, unambiguous language, using bias- 
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preferably no longer than 12 words.
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Abstract: Manuscripts must be accompanied by an abstract of no more than 250 
words. The abstract should clearly and concisely describe the hypotheses or research 
questions, research participants, and procedure. The abstract should not be used to 
present the rationale for the study, but instead should provide a summary of key 
research findings.
All results described in the abstract should accurately reflect findings reported in the 
body of the paper and should not characterize findings in stronger terms than the article. 
For example, hypotheses described in the body of the paper as having received mixed 
support should be summarized similarly in the abstract.
One double spaced line below the abstract, please provide up to five key words as an 
aid to indexing.
Masked Review Policy
This journal has adopted a policy of masked review for all submissions.
The cover letter should include all authors' names and institutional affiliations. Author 
notes providing this information should also appear at the bottom of the title page, which 
will be removed before the manuscript is sent for masked review.
Make every effort to see that the manuscript itself contains no clues to the authors' 
identity.
Cover Letter
The cover letter accompanying the manuscript submission must include all authors' 
names and affiliations to avoid potential conflicts of interest in the review process. 
Provide addresses and phone numbers, as well as electronic mail addresses and fax 
numbers, if available, for all authors for use by the editorial office and later by the 
production office.
The cover letter must clearly state the order of authorship and confirm that this order 
corresponds to the authors' relative contributions to the research effort reported in the 
manuscript.
Fragmented (or piecemeal) publication involves dividing the report of a research project 
into multiple articles. In some circumstances, it may be appropriate to publish more than 
one report based on overlapping data. However, the authors of such manuscripts must 
inform the editor in the cover letter about any other previous publication or manuscript 
currently in review that is based—even in part—on data reported in the present 
manuscript.
Authors are obligated to inform the editor about the existence of other reports from the 
same research project in the cover letter accompanying the current submission. 
Manuscripts found to have violated this policy may be returned without review.
Length and Style of Manuscripts
Full-length manuscripts reporting results of a single quantitative study generally should 
not exceed 35 pages total (including cover page, abstract, text, references, tables, and 
figures), with margins of at least 1 inch on all sides and a standard font (e.g.. Times 
New Roman) of 12 points (no smaller). The entire paper (text, references, tables, etc.)
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Reports of qualitative studies generally should not exceed 45 pages. For papers that 
exceed these page limits, authors must provide a rationale to justify the extended length 
in their cover letter (e.g., multiple studies are reported). Papers that do not conform to 
these guidelines may be returned with instructions to revise before a peer review is 
invited.
Brief Reports
In addition to full-length manuscripts, the journal will consider brief reports. The brief 
reports format may be appropriate for empirically sound studies that are limited in 
scope, reports of preliminary findings that need further replication, or replications and 
extensions of prior published work.
Authors should indicate in the cover letter that they wish to have their manuscript 
considered as a brief report, and they must agree not to submit the full report to another 
journal.
The brief report should give a clear, condensed summary of the procedure of the study 
and as full an account of the results as space permits.
Brief reports are generally 20-25 pages in total length (including cover page, abstract, 
text, references, tables, and figures) and must follow the same format requirements as 
full length manuscripts. Brief reports that exceed 25 pages will not be considered.
Manuscript Preparation
Prepare manuscripts according to the Publication Manual of the American 
Psychological Association (6*^  edition). Manuscripts may be copyedited for bias-free 
language (see Chapter 3 of the Publication Manual).
Review APA's Checklist for Manuscript Submission before submitting your article. 
Double-space all copy. Other formatting instructions, as well as instructions on 
preparing tables, figures, references, metrics, and abstracts, appear in the Manual. 
Below are additional instructions regarding the preparation of display equations, 
computer code, and tables.
Display Equations
We strongly encourage you to use MathType (third-party software) or Equation Editor 
3.0 (built into pre-2007 versions of Word) to construct your equations, rather than the 
equation support that is built into Word 2007 and Word 2010. Equations composed with 
the built-in Word 2007/Word 2010 equation support are converted to low-resolution 
graphics when they enter the production process and must be re keyed by the 
typesetter, which may introduce errors.
To construct your equations with MathType or Equation Editor 3.0:
Go to the Text section of the Insert tab and select Object.
Select MathType or Equation Editor 3.0 in the drop-down menu.
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